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Abstract.
This study describes the collaborative work of the Dietitians Association of Australia 
and the Department of Public Health and Nutrition, University of Wollongong in 
developing and classifying dietetic diagnoses and interventions.
The collection of dietetic diagnoses and interventions was carried out over a three 
month period in 40 Australian hospitals in late 1994. The data collected were 
analysed and standard terminology of definitions were established for adoption by 
clinical dietitians in all states and territories.
A database was established that defined a hierarchy of preferred diagnostic terms, 
linked to synonym terms, commonly used abbreviations and the ICD-9- CM codes. 
The total nomenclature consisted of 850 diagnoses terms and 75 intervention terms. 
The volume doubled in size when the synonyms and abbreviations were added. These 
descriptors will become the agreed Association’s standard and will be maintained and 
updated by the Association.
The purpose of developing reference standards for dietetic diagnoses and 
interventions was to build a thesaurus of dietetic clinical terms providing clear 
descriptional diagnoses and interventions terms, to enable dietitians to communicate 
about, study and treat various nutritional disorders in a nationally comparable way.
VI
This will ensure a consistent comparable terminology for nutritional care within the 
profession.
A standard national classification system for dietetic diagnoses and interventions will 
enable dietitians to better manage the dietetic services of an inpatient episode.
Standard data sets and casemix classifications are useful because they help dietitians 
to understand variations in outcome, quality, or cost of care. These tasks depend on 
the ability to compare production attributes such as standard data sets across 
providers and over time.
Such data normalisation ensures inter-individual and within individual data 
consistency. It will provide comparable data on how dietitians recognise dietetic 
problems, what interventions they take and the outcome of process of dietetic care.
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Chapter 1.
Introduction.
The Australian health care system is in a state of constant change. Advances in 
medical procedures and technology, the growing and ageing population and the 
increasing need for the health system to maintain quality o f care with finite resources 
are just some of the reasons for this change. If  the health system is to be managed 
effectively through this change, we have to understand the link between the costs of 
services and the patients receiving these services. Casemix information is the vital link 
(Hindle and Eagar 1994a).
Casemix is a general term to describe a system used in health services to classify 
episodes o f patient care. It is a system of classification that provides information on 
the clinical diagnosis o f the patient to which cost data can be attached.
Casemix and casemix funding are used to reflect the type, cost, and amount of work 
that hospitals do. Subsequently there is a need for health care providers such as 
dietitians to acquire knowledge on the type and cost o f the services they are delivering 
(Brooks and Lachlan 1995).
Casemix based information is able to describe concisely the patient mix of a particular 
hospital, unit or service. For dietitians, this means that we should know the average 
cost and type of service for each different patient group treated. However none of 
this can be done if there are no standards against which dietitians classify and
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compare their services. It must be decided which attributes are to be routinely 
measured in a minimum data set which can incorporate data standards and then what 
classifications are to be used for each data item.
The starting point involves standardisation of diagnosis and interventions and the 
institution o f routine data systems in accordance with the standards (Hindle, Tapsell 
and Yeatman 1992). It is the standardisation of dietetic diagnosis and interventions 
that this project addresses.
This project was undertaken with joint funding by the University o f Wollongong and 
the Dietitians Association of Australia (DAA). In September 1993, Professor Don 
Hindle approached DAA with the purpose of developing a dietetic casemix system 
compatible with the Casemix Branch, Department of Health, and Family services as a 
project for a higher degree. The overall objective o f this project was to address the 
task o f standardisation of data sets relevant to dietetics.
Standard data sets and Casemix classifications are useful because they help health care 
administrators and clinicians to understand variations in outcome, quality, or cost of 
care (Hindle and Eagar 1994b). Casemix data can be utilised for a number o f tasks 
including quality assurance, best practice, service agreement development, workforce 
planning and service forecasting. These tasks depend on the ability to compare 
production attributes such as standard data sets across providers and over time.
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The Commonwealth Department o f Health and Family services is committed to the 
development o f standard casemix and classification systems for Australia and through 
its 1993-1998 Strategic Plan promotes the use of casemix in healthcare management 
(Casemix Implementation Project Board 1993).
In 1993, the Dietitians Association of Australia identified as part o f their 1993-1995 
Strategic Plan the following casemix concepts as priority areas for development. 
These areas are:
• development o f a standard classification of nutritional diagnosis and interventions, 
that can be applied nationally,
• assisting in implementing consistent, routine data collecting processes,
• demonstrating of cost effective services, and
• education of the dietetic profession about casemix.
(Barrington 1993).
This project aimed to collect and standardise data sets of diagnosis and interventions 
that are relevant to dietetic services. It also examined current information systems 
and routine data collecting processes within the profession for recommendation to 
DAA.
The joint DAA/ University o f Wollongong casemix project commenced in April 1994. 
It consisted of three stages.
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The first stage involved the recruiting of hospital nutrition departments to participate 
in the data collection. The data collection was for a three month period and 
guidelines were produced to guide the data collection processes in the hospitals. The 
data collection process was prospective in that the data items collected and the 
definitions used followed the guidelines issued to all participating hospitals before the 
commencement of data collection.
Stage Two was the data sorting and collation stage. It lead to the production of 
approximately 850 dietetic terms for diagnosis and 75 dietetic terms for interventions. 
A thesaurus o f dietetic terms and intervention terms, linked to abbreviations and 
synonyms and International Classification of Diseases, version nine, clinical 
modification (ICD-9-CM) codes (US Department of Health and Human Services 
1989) were produced.
In Stage Three, one hundred of the dietetic diagnoses and interventions collected in 
Stage Two were selected and trialled in a prototype computer database. This 
involved creating relationships between each term to make it clinically meaningful. 
This computer prototype, called “Diet Terms” was then field tested in a small sample 
of hospitals.
A tenet o f this project was that it must be consistent with the work undertaken by the 
Casemix Branch, Department of Health and Family Services, the National Coding
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Centre, and the National Allied Health Casemix Committee. How this project worked 
concurrently with the above projects is shown in Appendix I.
The project was initiated to improve DAA’s responsiveness to future ch an g es  to 
the hospital environment as a result o f casemix.
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1.1 Project Description and Aims.
The projects' aims were:
1. To develop a system of dietetic diagnostic terms for Australian use. That is, 
to standardise the terminology describing why dietitians see patients.
2. To develop a system of dietetic intervention terms for Australian use. That is, 
to standardise the terminology describing how dietitians treat patients.
Dietetic data were gathered and analysed to enable the establishment of definitions 
and standards of dietetic diagnoses and interventions that can be adopted by clinical 
dietitians across all states and territories.
A database was established to define a hierarchy of preferred diagnostic terms, linked 
to synonym terms, commonly used abbreviations and the ICD-9-CM codes. 
Descriptors that reflect dietetic services were captured.
A simple list of clinical diagnoses was considered inadequate as many patients have 
multiple diagnoses or co-morbidities, or the same diagnosis may be described in 
different ways. For example, maturity onset diabetes and non insulin dependent 
diabetes may or may not be classified as the same condition in different hospitals.
Synonym coding also was considered important to record as terminology varies not 
only between hospitals and States, but also according to training institutions. Terms 
such as hyperlipidaemia, raised cholesterol and hypercholesterolaemia are all used
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interchangeably. It is important that these are all coded in a consistent way to ensure 
similar meaning.
The level o f groupings for each diagnosis also needed to be decided. That is, a 
hierarchy needed to be built that could be collapsed or expanded depending on the 
complexity o f diagnosis required.
Currently dietitians do not use standardised dietetic terminology or standardised 
dietetic documentation. Development and use of a classification or coding system to 
describe dietetic practice has been slow and limited. In this project, routine dietetic 
practice descriptors determine the nomenclature that will structure the thesaurus of 
dietetic diagnoses and interventions.
This project offered clinical dietitians in the profession the opportunity to order and 
standardise data. Such data normalisation assures inter-individual and within 
individual data consistency. It provides comparative data on how dietitians record the 
patient’s problems, what interventions are carried out and the outcomes of these 
interventions. The resources of time and dietetic care expended can then be applied 
to give a cost o f the dietetic service provided.
Without these standards, it is not possible to compare the process o f dietetic care, 
costs and outcomes.
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In summary, the project's main objectives were as follows:
1. The development o f Nationally agreed definitions and classification for dietetic 
diagnosis to be validated and adopted by DAA as the Association’s standard.
2. The development o f Nationally agreed definitions and classification for dietetic 
interventions to be validated and adopted by DAA as the Association’s standard.
3. Production of a thesaurus o f clinical terms for diagnosis and interventions that will 
be produced in a booklet and a prototype computerised clinical database.
4. Production of consistent good quality, relevant data o f dietetic diagnoses and 
interventions for use by the Casemix Development Branch of the Department of 
Health and Family services, DAA, University of Wollongong and clinical 
dietitians.
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Chapter 2.
Health Care Management and Casemix Classifications.
It is widely recognised that health care providers should be funded in accordance with 
measures of patient care activities. This is the core of casemix-based funding: 
indicators of patient care (such as diagnosis and procedures performed) are used to 
define classes of episodes, for each of which appropriate levels of funding are 
determined (Hindle and Eagar 1994d). Traditional approaches, based largely on 
reimbursement of estimates of the costs of a care providers' expenditure, are being 
replaced with varying degrees of casemix funding in all parts of the Australian health 
care system.
2.1 Patient Casemix Classification Systems
A classification is a specific type of coding system, having an inherent structure that 
facilitates the analysis of the data at small or large group level (Britt 1994). The 
purpose of a classification system is to define the product of a healthcare encounter. 
In order to adequately define this product, various factors such as patient 
characteristics, diagnosis, and purpose of the encounter need to be considered.
The basic principles of classification design need to be considered when addressing 
patient classification systems. A successful patient classification system must balance 
precision and homogeneity in patient types with the need for administrative usefulness 
(Arbitman 1986).
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The important characteristics o f classification design are described as:
1. Availability
The data items used to assign patients to a group should be widely available. 
Examples of this are gender, age or nationality
2. Entities are assigned to an exhaustive and mutually exclusive set of classes 
Every patient episode must be able to be assigned to one and only one class.
3. Homogeneity
Patient groups formed should be homogenous in some predetermined way such as 
hospital length of stay.
4. Either hierarchical or linear structures
If a single measure of performance is used, there is no meaningful basis for 
construction of a hierarchical classification. If there are two or more dimensions, a 
hierarchical structure has more meaning.
5. Statistical Stability
Statistical validity o f the patient groups should be established before they are used for 
comparative purposes.
6. Objectivity
The system should ensure that the same patient will be assigned to the same patient 
group, no matter who is making the assignment. Many classification systems are 
computerised to avoid subjective assignment by individuals.
7. Compromise with respect to the number of classes.
The objective o f attaining homogeneity o f patient groupings must be balanced with 
the need to maintain a manageable number of patient groups (Arbitman 1986 and 
Hindle et al. 1991).
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The DRG classification system uses the following variants to determine which DRG 
an episode belongs: Principal diagnosis, Significant secondary diagnosis, Age of 
patient, Gender of patient, Surgical procedures and type of discharge. All diagnoses 
and procedures are described using codes from ICD-9-CM. The first order of 
classification is the partition to one of the Major Diagnostic categories (MDCs) on the 
basis of principal diagnosis. The second order partition is medical or surgical, 
depending on whether a significant procedure was performed. Next, it is assigned to 
one of several clusters of diagnosis (if in the medical partition) or procedures (if in the 
surgical partition. The last partition takes account of whether there were significant 
co-morbidities or complications (Hindle and Eagar 1994c).
There is no patient classification system available at this time that meets all desired 
criteria for all management purposes. Many different patient groupings exist (Patient 
Management Groups, Diagnosis Related Groups, Health Resource Groups, etc.) 
and others are under development such as those for ambulatory care. The widespread 
interest in, and continued funding for DRG development indicate that the DRG 
patient classification system will remain influential in healthcare delivery in Australia.
2.2 The Diagnosis Related Groups Classification.
The success of casemix-based funding depends on the effectiveness of episode 
classification. That is, classes are designed so that similar levels of resources are 
assigned to the same class. Diagnosis Related Groups (DRGs) is one type of 
classification system that was designed to categorise acute inpatient care. DRGs use
11
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the data items of principal diagnosis, significant secondary diagnosis, age and gender 
of the patient, surgical procedure, and type of discharge to determine which DRG a 
patient's episode of care belongs (Hindle and Eagar 1994c). The DRG classification 
system was developed at the Yale School of Organisation and Management in the 
1970s by Professor Bob Fetter and Professor John Thompson. It became the “de 
facto” standard for categorisation of acute patient episodes during the 1980s and has 
been widely used for funding in the United States of America (Hickie 1994).
An early variant of DRGs was developed for the purpose of payment for the United 
States of America acute care hospitals for Medicare beneficiaries by Health Care 
Financing Administration (HCFA) after 1983. Medicare is the US federal 
government's health insurance for the elderly. It has used DRG’s for funding of acute 
inpatient episodes since 1983. One of the weaknesses of this initial variant was related 
to the restricted interest of HCFA in Medicare beneficiaries, who are mostly over the 
age of 65 years. The classification of paediatric patients was absent or deficient. New 
York State developed its own version of DRG classification after 1985, which 
incorporated modifications that resulted in a more comprehensive set of recipients of 
care (Hickie 1994).
Several other countries including Australia, have used the DRG system as an 
appropriate base and then adapted it to suit local conditions and ideas. The majority 
of European countries have become involved in investigating the potential which 
DRGs offer within each national healthcare system. For example, in France five per 
cent of hospital funding are based on a DRG system called GHM and since 1990
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Sweden have been using a DRG based payment system for some inpatients 
(Hakansson 1996). In Hungary a DRG like system named HBCs (Homogen Betegseg 
Csoportok) has been in use since 1993. All these different DRG projects have led to 
the investigation of a co-ordinated network named patient classification systems - 
Europe (PCS-E), but as yet there is no common approach to customise casemix at the 
European level (Rodriques 1995).
Development o f an Australian variant began in 1991. An Australian Casemix Clinical 
Committee (ACCC) was established to co-ordinate the clinical evaluation of inpatient 
casemix classifications so that the clinically relevant recommendations for the 
development o f an Australian inpatient casemix classification could be identified 
(Hickie 1994). The first version, Australian National Diagnosis Related Groups (AN- 
DRG) version 1 became available in 1992. It had 527 classes, and was based for the 
most part on the latest available New York version of DRGs. However, it had some 
unique features, including use of a paediatric-adult split at age 10, the introduction of 
categories specifically for HIV illnesses and use of admission weight rather than 
birthweight to identify neonates (Pilla 1994).
Because of time constraints, not all changes to the American version that were 
suggested by the ACCC were included in the first version, and there were subsequent 
modifications introduced for version two and version three of AN-DRG. AN-DRG 
Version 3, was released in 1995, and incorporated many more local changes and the 
number of classes increased from 527 to 667 (Duckett 1995).
13
Despite this continual process of review and updating of the DRG classification, there 
remain several design features o f the DRG classification that continue to cause 
concern. One concern is that DRG classifications do not adequately measure severity 
o f illness other than that o f the principal diagnosis. Multiple acute episodes o f care in 
the same admission are difficult to correctly classify in the DRG system.
Additionally all variants o f the DRG classification fail to take appropriate account of 
conditions other than those indicated by the principal diagnosis. This was a factor that 
led to the suggestion by the ACCC in its report on AN-DRG version 3 (ACCC report 
1994) that attention must be given in future to the correct classification of the use of a 
“principal diagnosis” when many patients are admitted for multiple diagnoses in the 
same admission. The ACCC also noted the general problem of within-class variations 
with respect to severity o f illness, and for this and other reasons, suggested 
consideration be given to the development o f a hierarchical classification system that 
may include some measure o f severity and acuity as co-factors to the diagnosis (Pilla 
1994).
Another concern of the ACCC is the ICD-9-CM coding convention. All DRG 
variants rely on the ICD-9-CM diagnosis and procedure classifications to group into 
DRG classes. There is a need to modify ICD-9-CM codes to improve the AN-DRG 
classification system. The ICD-9-CM codes are substantially out of date or fail to 
exist for many clinical specialities (Pilla 1994).
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In response to these concerns, the ICD-9-CM codes have been updated by the 
National Coding Centre with Australian codes in 1995 and 1996 and work is 
underway for publication of ICD-10-AM (Australian modification) for release in 
1998.
The AN-DRG classification is considered to be a substantial improvement over other 
casemix classification systems (Phillips 1994). DRGs can offer considerable benefits 
in ensuring more equitable allocation of funds based on an accurate description of 
performance. It is used as a measure to compare the cost efficiency of inpatient 
services. However, there is a need to be aware of the weaknesses in the AN-DRG 
classification system and make changes for structural improvement in order to resolve 
some of these basic design issues that are discussed above (Murray and Hindle 1995).
While progress has been satisfactory with respect to enhancement of the DRG 
classification for acute inpatient episodes, it has been less so in other areas. In 
particular, there has been little progress in terms of the development and application 
of casemix classifications for episodes of care not categorised by DRGs.
One need is the development for classifications other than acute care that relate to 
inpatient care, such as rehabilitation, and palliation. Classification systems for non 
acute care such as ambulatory and home care also needs to be developed. Several 
studies in ambulatory care, sub-acute care and palliative care classifications have been 
conducted in Australia (Phelan 1995, Browne 1995 and Robinson et al. 1995), but 
there has been no agreement thus far with respect to national standards. This might
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change in the near future. One factor is that the ACCC, which recently has focused 
almost exclusively on AN-DRG refinement, has now become active with respect to 
the development o f ambulatory and sub-acute/non-acute inpatient classifications 
(Phelan 1995).
Another area of concern with classification systems relates to care which may span 
multiple settings over prolonged periods of time. Almost all casemix classifications in 
use thus far are based on the single episode of care as the unit o f counting. In other 
words, classifications like DRGs (for acute inpatient episodes), Resource Utilisation 
Groups (RUGs - for nursing home days), and Ambulatory Patient Groups (APGs - 
for ambulatory encounters) define the episode to comprise:
• a dominant care goal;
• a single care team;
• a single care setting and
• an unbroken period of care.
This is not sufficient for the purpose of management of many types of patients, such 
as those with chronic or long term illnesses such as mental illness, diabetes, cancer 
and acquired immune deficiency syndrome (AIDS). These groups of patients often 
receive care in many different settings over an extended period of time. Attempts 
have been made to develop classifications based on the episode management unit that 
bundle or “extends” the episode of care (Duckett 1995). The features of “extended” 
DRGs have three distinctive features. These features incorporate:
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1. Care in more than one setting. For example, it could comprise a combination 
of hospital and home care, or hospital inpatient and hospital outpatient care.
2. Multiple episodes of care in the same setting. For example, it could be defined 
to involve multiple home care visits, or multiple day hospital attendance’s over 
a prolonged period.
3. Use of many existing episode of care classifications. For example, DRGs can 
be used by themselves, or in combination with ambulatory case types 
described by use of Commonwealth Medicare Benefits Schedule (CMBS) 
codes or the Ambulatory Patient Groups classification.
These ideas have been presented in Australia by Hindle (1995a, 1995b) and Duckett 
and Jackson (1993) who have drawn on work overseas by several researchers 
including Starfield (1991). Extended DRGs embrace the concept of continuity of care 
beyond the hospital setting. They remove the incentives for hospitals to ignore some 
phases of care and emphasise others (Duckett 1995). Extended DRGs are of 
particular relevance to allied health, if only because there is significant postponement 
of desirable care until after discharge where funding is exclusively structured around 
specific settings.
Finally, there is a need to develop classifications that describe other services included 
in the provision of patient care during an episode of stay. While AN-DRGs are of 
considerable use with respect to management of the complete acute inpatient episode, 
they are not sufficient by themselves to support the management o f components of 
that care, such as nursing, physiotherapy or dietetics.
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2.3 Classifications of condition and intervention
The efficiency of the DRG classification depends critically on the extent to which 
there are adequate classifications of diagnoses and procedures. All DRG variants rely 
to some extent on the ICD-9-CM diagnosis and procedure classifications, although 
several variants (including the United Kingdom's Healthcare Resource Groups) have 
substituted local procedure classifications (Miller and Britt 1993).
Many authors have argued that ICD-9-CM is an inadequate base. McMahon and 
Smits (1986) have argued that the Medicare prospective payment system is flawed 
because of weaknesses in ICD-9-CM diagnoses and procedures, and Mullin, a 
member of the Yale team responsible for the initial DRG design, has argued 
repeatedly that most of the weaknesses in the classification are attributable to the 
failure of ICD-9-CM to take account of disease severity (Mullin 1985).
Despite these criticisms and in the absence of alternatives, ICD-9-CM was adopted in 
1989 as the Australian standard. ICD-9-CM consists of over 10,000 diagnoses and 
4000 procedure codes. Despite the large number of codes, it provides inadequate 
clinical discrimination. This is largely a consequence of the fact that ICD-9-CM was 
never designed for the purpose of hospital management, but rather to support 
international epidemiological analyses (Hindle and Eagar 1994d).
ICD-9-CM was predominantly developed for medical and surgical care, and there is 
little information on care from a nursing or allied health perspective. Interventions
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with a social, educative, or preventive purposes are difficult to code to ICD-9-CM, 
and those mentioned use outdated terminology. At present there are only two ICD-9- 
CM codes that relate to dietetic interventions or practice. These are the codes 67.9 - 
“Dietary surveillance” and 96.6 - “Enteral infusion of concentrated nutritional 
substances” . Few practising dietitians would describe the treatment of dietetic patient 
care in these terms. There are no other ICD-9-CM codes presently available that 
describe and reflect dietetic practice. This means that when dietitians describe how 
they treat patients it is unable to coded for DRG purposes. Under-reporting of 
dietetic activities then becomes inevitable. This is undesirable because it results in 
inaccurate measurement of work actually being done.
2.4 Clinical terms
The National Coding Centre was established in 1993 to address some of the problems 
of ICD-9-CM codes, with particular emphasis on its use in the AN-DRG classification 
system (Luxford 1995). Since its establishment it has made significant progress, 
including the development of an Australian process for the updating of codes. 
Australia now produces its own official Annual Addendum to ICD-9-CM. An 
Australian version of ICD-10 (for diagnoses) will be produced by mid 1997, and a 
completely new procedure classification will be developed by using the 
Commonwealth Medical Benefits Schedule (CMBS) as the base. Allied Health 
Professions also have had major inputs into this new procedure classification and it 
will contain classifications of dietetic activities.
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These developments will, however, be far from easy. The main factor is that, there is 
as yet no comprehensive set of clinical terms.
It must be understood that coding systems like ICD-9-CM are not part of the 
language of clinical practice. ICD-9-CM were initially developed for statistical 
collection and research. Rather, clinicians communicate by use of what are known as 
clinical terms - a set of literal expressions that are associated with a large number of 
concepts relating to health states and clinical management of health. Clinicians and 
other health care professionals use them continually, in such crucial tasks as the 
writing of casenotes, spoken communication in case conferences and examinations, 
and the ordering of diagnostic procedures and presentation of results.
Clinical practice depends on the exchange of information. The patient, relatives and 
associated health care professionals form a complex information network. The use of 
information is vital in this network and to efficient and responsive patient centred 
care. In everyday work, the flow of information supports assessment, consultation, 
treatment, patient administration, audit and management.
“Clinical terming” is a process of creation and maintenance of clinical terms. As in all 
classification systems, the set of terms must be exhaustive and mutually exclusive 
(Hindle 1994). This requirement can be managed by creation of a thesaurus, whereby 
each concept is identified by a preferred term and associated with a set of synonyms 
where they exist (Hindle 1994).
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This thesaurus allows a more dimensional system that can classify clinical 
presentations based on quantification of attributes rather than sole assignment to a 
classification system like ICD-9-CM where the description is brief and often difficult 
to interpret.
However in Australia, the traditional approach to construction of patient classification 
systems has not started from creation of the clinical thesaurus. Rather, it has begun 
by using ICD-9-CM as a base for the establishment of a classification system. The 
labels and descriptions for ICD-9-CM codes are not clearly associated with the 
natural language used by clinical staff. This can lead to a problem of interpretation of 
the ICD-9-CM codes.
The difficulties are accentuated when the classification has been imported from 
overseas, as is the case with ICD-9-CM. ICD-9-CM codes are American based and 
often the code labels involve terms that are used in different ways in Australia, or 
which are not used at all. The most serious risk of this is that errors of interpretation 
might not be recognised. For example, where an ICD-9-CM code is imprecise or out 
o f date, there may simply be the assumption that all users will make the links to 
current clinical practice in the same way. In fact, there is overwhelming evidence to 
show that different terms are used to describe the same concept (or that one term has 
multiple meanings) and that many users were not aware of the imprecision (Hindle 
and Eagar 1994d).
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Another model involves starting with the thesaurus of clinical terms. If  this is 
adequate, all related tasks become more easily managed. For example, it may be 
possible to map to, and establish relationships with any other coding system such as 
ICD, CMBS, or DRG. This type of model also will facilitate the task of maintenance 
of coding systems. For example, it is much easier to update the terms than to directly 
update ICD-9-CM if only because clinicians are continually updating the terms 
because they are central to communication in the care setting (Hindle 1994).
The thesaurus of clinical terms needs to be structured in some systematic way.
The systemisation of terms is fundamental to this thesaurus. That is, listing the terms 
in a logical orderly way. When designing classifications, one of the universal concepts 
is class homogeneity. In this context, homogeneity represents the similarity among 
the instances included by a term. The homogeneity can be increased by partitioning 
the class term and then examining the resulting subterms.
All partitioning and hierarchical structures require coding logic. This is, where the 
specific location of a term on a hierarchical tree can be described by an assigned code 
that defines the exact location.
These practical issues of systemisation and the need for robustness of assignment 
logic and rules help ensure several functions. The first is to facilitate data retrieval. 
The second is to keep together kinships among the terms. The third is the encoding is 
algorithmically processable and the code scheme should enable the computer to 
generate the meaning of the terms by “decoding” (Gabrieli 1993).
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2.5 Data elements and data stores
The creation and maintenance of computerised databases are useful to improve 
management o f health care. Research has shown that the use o f a computer will 
improve the quality o f patient medical records as they usually have greater structure 
than paper based systems (Britt 1994, Woon and Spalton 1990). A computerised 
system also can generate data that the user will find beneficial for improved patient 
care and practice management. Computerised databases can provide reports about 
caseload, length of stay, cost of treating different groups and trends in service 
delivery. This allows more logical decisions about the allocation of resources and 
better patient care (Britt 1994).
A collection of health information about a person in electronic format - an “electronic 
patient record”- consists of information from all health care providers throughout the 
patients life and extends beyond an individual health care facility. The development of 
such a system is still some way off, but progress has been made in Australia, 
particularly with electronic patient records within the one organisation. For electronic 
records to become a reality, clinicians must be encouraged to use computerised 
systems (Raw 1996). The method of data entry may vary from organisation to 
organisation, with some accepting free text and others having structured data entry 
that is logical and encoded.
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There are advantages of computerised systems. One is that, because the codes 
inherent in the database are usually much shorter than the narrative, and they may be 
more rapidly recorded and more efficiently stored in a computerised database.
Another advantage is that codes are analysed more easily by computer than text. A 
computer based system carries an added degree of freedom as it can go beyond the 
constraint of alphabetic listings (Gabrieli 1993). If the numbering system is logical, 
codes also can help users to navigate through this information. For example, the first 
digit of a diagnosis code can indicate the body system, the second can indicate 
subsystem, the third can indicate severity, and so on. A hierarchical and relational 
structure can be used which is easier to learn and provides more information than a 
flat file o f a one dimensional list of sequential numbers (Hindle 1994).
Until recently, however, there has been under-investment in computerised systems in 
health care. This has inhibited the development of electronic records. Moreover, the 
content and structure o f computerised systems usually have been less than optimal, 
particularly with regard to allied health services.
The situation of poor resources in regard to computerised systems has arisen because 
the emphasis has been on business rather than patient care applications to the 
hospital setting. Even where patient care applications have existed, they have often 
been designed to support requirements for external reporting rather than the provision 
of care to individual patients.
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The most obvious example is the State or Territory discharge abstracting system, 
whereby data on each discharge are stored for the purpose of DRG assignment and 
routine production of activity statistics. These are generally known as "morbidity 
collections", and this term indicates their origins: they were initially developed to 
support epidemiological research (Hindle and Eagar 1994d).
Although the morbidity systems are the single most important source of national data 
about hospital activities, they were designed for the most part without reference to 
hospitals' needs for management information. Additionally they were designed with 
minimal involvement of clinicians. Many of the critical weaknesses in the current 
generation of management information systems are a direct consequence of 
establishment of morbidity systems to serve only the information needs of external 
agencies (Hindle and Eagar 1994d).
The situation is changing, but enhancements are constrained significantly by 
investments to systems designed primarily to meet statistical reporting needs of 
administrators. Casemix utilisation must be linked to solid information systems. The 
goal must be for the interactive use of current electronic data, both at manager's 
workstations as well as at the decision maker's department (Dowling 1996). In 
future, the trends will continue to move towards the computerised or electronic 
medical record, and external reporting to administration will be a by-product. This 
ensures clinicians have the computer systems to adequately record data for their 
patient care. In New South Wales, information systems that are based on clinical 
information such as patient data and DRG data are being developed by a Clinicians
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Information Systems Consortium. It aimed to provide clinicians the information 
needed to manage both the care of their patients and associated resources. This 
model addresses the need for clinical information as well as casemix data (Aisbett et 
al. 1995).
Future versions o f higher-level classification systems will be radically different, if they 
are able to use data considered to be important by clinicians rather than only those 
considered to be useful for external administrative reporting
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Chapter 3.
Casemix classifications and Allied Health in Australia.
This section briefly summarises the information issues at three levels:
1. Casemix classification
2. Measures of conditions and interventions and
3. Data elements and stores.
Each presents challenges to allied health and dietetics.
All the aspects summarised in this section are relevant to allied health, as they are to 
other clinical professions. The differences between professions are in emphasis rather 
than principle.
3.1 Casemix classifications
Allied Health clinical activities are poorly represented within the AN-DRG 
classification system. The work of allied health professionals hardly ever affects DRG 
assignment, and there is consequently a financial incentive under some forms of DRG- 
based funding models to avoid allied health care and its costs, regardless of the extent 
to which it might be cost-effective. This is partly a consequence of the fact that allied 
health professionals are often involved in the treatment of co-morbidities or secondary 
condition (CC), and not all case types in the DRG classification are split by co­
morbidities.
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An example o f dietitians treating a co-morbidity rather than the principal diagnosis is 
the patient with a fractured hip who has diabetes mellitus. In this case diabetes would 
be classified as a secondary condition or co-morbidity. Moreover, funding levels are 
not affected by the extent to which secondary conditions are treated, but only by their 
presence in the discharge record. This means that allied health professionals have 
little effect on DRG classes despite a large clinical involvement.
For these reasons, the development of a thesaurus of dietetic diagnostic terms will 
enable dietitians to standardise the terminology describing which disease /symptom 
/procedure dietitians treat in a meaningful way. It is the disease /symptom /procedure 
that indicates the reason for dietetic intervention. Developing a standardised 
thesaurus of dietetic diagnoses defines the professional scope of practice and 
indication for intervention. This will help dietitians to identify the key diseases and 
interventions required, and the subsequent true patient treatment cost.
These dilemmas for allied health professions can be improved through their 
involvement in the updating and review of casemix processes and by contributing to 
the development of the AN-DRG classification system. Since August 1993, there has 
been an allied health representative on the Australian Casemix Clinical Committee 
(ACCC), and a National Allied Health Casemix Committee (NAHCC) was formed at 
the same time. The latter gives a central reference point for allied health professions 
to help work on and improve DRGs for allied health professionals.
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The AN-DRG classification is most relevant to the management of complete inpatient 
episodes, and it usually describes the medical management o f complete episodes of 
care. Complementary casemix classifications for components of the complete episode 
such as dietetics, are required to support management of the complete episode of 
care. In particular, dietitians need to have classification systems that describe the 
nutritional components of DRGs for acute inpatients, and also to other episode types 
such as rehabilitation and palliation.
A pre-requisite to construction of such classifications is the establishment of standard 
data sets, and institution of routine data systems in accordance with these standards 
(Hindle et al. 1990). The development of profession specific standard data sets have 
been documented in several recent Australian studies (Ferguson 1994, Brooks and 
Lauchlan 1995). In brief, it involves creating a database of patient episodes 
containing all the candidate variables such as diagnosis and interventions, together 
with measures of resource use (such as dietitian time) for each patient. The resulting 
database of patient contacts can then be analysed to determine the clinical variables 
that best explain the resource use variations, and hence to determine the casemix 
classes. For each final class, an average cost can be determined. This would allow 
dietitians to describe their workload in a nationally comparable way and to compute 
the resultant cost. Inter alia, it would enable comparisons of actual resource use 
against previously agreed standards, and provide a basis for the negotiation of internal 
contracts (Hindle 1993).
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Finally, links could be created between these classifications and whole episode 
classifications such as DRGs. While patients in an assigned DRG may be relatively 
homogeneous and clinically similar at the level of the complete episode, they may not 
be for dietetic services. It follows that measures of within-DRG casemix information 
are required, if dietetics services, along with other nursing and allied health services, 
are to be appropriately resourced and managed.
3.2 Measures of condition and intervention
As noted above, ICD-9-CM poorly represents the conditions that are treated by allied 
health professionals, and their interventions. It is desirable that the profession 
contributes to enhancement of the coding systems, if its work is to be measurable.
3.3 Data elements and data stores
There are many reasons why each allied health profession should develop its own 
national standard data set. They include the need to be able to
1. compare activities across sites and,
2. aggregate data at regional and national levels
In the current context, standard items that are captured routinely across Australia are 
prerequisites to production of casemix information (Hindle and Eagar 1994d).
The strategic design of information systems has not been seen as a priority issue for 
dietitians, or indeed for any of the allied health professions. This is changing, and
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dietitians should take a proactive role in the design of systems to collect dietetic 
information to ensure it meets their requirements.
The key types of variables that need to be collected are those that define problems 
such as diagnosis, symptoms and interventions. Some data sets will not be exclusive 
to individual professions. Care needs to be taken to identify collaboration across 
professions when data sets are being defined. For example, there are common 
measures of patient identifiers, episode types and diagnoses that could be applied 
across all professions. It follows that each profession needs to identify their own data 
elements o f interest, ensure that they are defined in accordance with cross profession 
standards where they exist, and form alliances with other professions to handle areas 
where standards need to be developed.
In general, the data set should be driven by the desire to promote care of individual 
patients. Data capture that is intended to facilitate administrative processes are 
seldom cost effective. There is evidence to support the view that, if patient care 
systems are effectively designed, they will produce high quality management and 
administrative information as by-products (Hindle and Eagar 1994c).
The kinds o f data elements that will form the national standard data sets for allied 
health professionals currently are being defined for interventions. Research on 
diagnoses for allied health has yet to be outlined. The minimum data set for allied 
health is described next in section 3.4.
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In summary, there is a need for the dietetic profession to establish, define and 
standardise data sets relevant to dietitians. Such a national minimum data set would 
include data such as diagnosis and interventions to develop dietetic casemix classes to 
complement existing and future casemix classifications of complete episodes.
National clinical reference standards will support the process of dietetic practice and 
advance the knowledge necessary for the cost-effective delivery of quality nutritional 
care. In the 1994-1996 DAA Strategic plan, clinical reference standards were 
identified as a priority for building a minimum data set and is the key concern of this 
project (Dietitians Association of Australia 1994).
3.4 National Allied Health Casemix Committee National Reference 
Standards
Allied Health has had difficulty coding, costing and benchmarking their services partly 
due to the lack of uniform definitions to describe their activities. ICD-9-CM codes 
cover a very limited range of allied health activities but are by no means 
comprehensive and reflects U.S. clinical practice in allied health rather than Australian 
practice. With the decision to introduce ICD-10 in Australia in 1998, the need to 
develop a classification of allied health activities became more urgent as like ICD-9- 
CM, ICD-10 does not have a coding system to meet this need. An Australian 
Procedure Coding System is being developed that will address these issues (Nall and 
Brewerton 1995).
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The Commonwealth Casemix Branch observed the lack of allied health data in the 
classification system and has funded NAHCC to develop a procedure classification 
system for allied health, the National Allied Health Reference Standards Project.
The dietetic intervention data collected in the current project will be used by the 
Dietitians Association of Australia for this NAHCC project. It has offered the 
Dietitians Association of Australia the opportunity to work concurrently with other 
allied health professions to be consistent in the way data sets for interventions are 
defined and structured.
The objectives o f the National Allied Health Reference Standards Project were as 
follows:
1. To develop and adopt a nationally agreed framework for classifying allied health 
activities.
2. To define a minimum data set with appropriate consistency across disciplines and 
within disciplines for application at local, State and Commonwealth levels.
3. To facilitate the development of discipline specific definitions and minimum data set 
requirements including diagnosis, intervention and procedural coding systems. 
(National Allied Health Casemix Committee 1995)
To achieve this, a nationally agreed framework for classifying allied health activities 
were developed. Broadly based definitions for use across all disciplines, such as 
assessment, clinical interventions and consultation, was adopted.
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These definitions and framework provided a core set of definitions and data items for 
the National Health Data Dictionary (NHDD). This enables the collection of uniform 
data to describe and compare quality information about allied health throughout 
Australia.
As part o f the classification, a minimum data set is also being identified. This will 
include basic patient details, medical record number, medical diagnosis and a new data 
field, the indication for intervention (IFI). This term has been identified to avoid 
confusion when the allied health diagnosis is different to the medical diagnosis. For 
dietetics however, it may often though not always be the same as the medical 
diagnosis. The patient with diabetes admitted for a fractured hip is again a good 
example of this. The medical diagnosis is fractured hip whereas the dietetic IFI is 
diabetes.
A summary of the draft minimum data set relating to client information has been 
identified and is presented in Table 1.
The first stage o f this project was to define interventions for allied health. Stage one 
was completed by December 1995. Diagnosis definitions are to be attempted in Stage 
two of the project but has yet to obtain funding.
The NAHCC steering committee has asked each allied health professional association 
to provide 5-10 interventions to the National Coding Centre (NCC) for inclusion in
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the 1997/8 ICD-10 coding books. The dietetic interventions sent to the NCC for 
coding have been a result of the intervention data collected in this project.
3.5 Frameworks for Allied Health/ Dietetic Classifications.
The above developments on Clinical Reference Standards for allied health diagnosis 
and interventions suggest that there is a need for systems, order and structure. Such 
order could be attained through the use of a taxonomy for diagnosis, that is, a system 
that involves identifying, naming, describing and then classifying practice into an 
ordered category system - the taxonomy.
A taxonomy of dietetic diagnosis, which is but a component of the allied health 
taxonomy, would help facilitate identification and study of inter-relationships of 
diagnoses. A taxonomy of dietetic diagnoses would identify and code essential 
concerns and associated nomenclature that had been agreed to by the profession 
(Barrington and Wall 1995). This would lead to consistencies in the describing of the 
treatment and diagnosis amongst dietitians, other health care professionals and 
administrators. This provides a classification system that is clinically meaningful. On 
the basis o f this taxonomy, further developments such as dietetic service weights for 
DRGs can be built.
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Table 1. Minimum Data set of client information for the National 
Allied Health Reference Standards project.
Data
code
Data type Definition
Cl Unique Client Identifier Unit record number assigned, to each 
client
C2 Gender Gender of client
C3 Date of Birth Date of birth of client
C4 Aboriginality Whether patient is aboriginal or 
Torres Strait Island descent
C5 Residential address Address of usual residence
C6 Postcode Postcode of area of usual address
C l Type of usual accommodation Description of accommodation
C8 Telephone Number
C9 Need for interpreter services
CIO Preferred language
C ll Compensable Status
C12 Carer availability Availability of carer who is giving 
regular ongoing assistance to the 
client without payment
C13 Date(s) of service
C14 Date of admission
C15 Date of discharge
C16 Principal diagnosis
C17 Secondary diagnosis
C18 Principal procedure
C19 Secondary procedure
C20 Indication for allied health 
Intervention
Discipline specific diagnoses *****
C21 Service provider
C22 Party relationship
C23 Referral source
C24 Referred to by allied health 
professional
C25 Treatment setting Inpatient, outpatient, home visits etc.
C26 To Whom service was provided Individual, group, carer etc.
***** This identifies where this DAA/University of Wollongong project fits in under 
the National Allied Health Reference Standards Project
(National Allied Health Casemix Committee 1995)
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3.6 Other Allied Health Classification Systems.
3.6.1 Pharmacy Classification System.
In 1994, a National Pharmacy Casemix study was conducted to establish a method of 
costing all goods and services and then allocating them to individual patient episodes. 
These costs were determined as an average cost per DRG. The aim of the study was 
to develop a pharmacy classification system by assigning 16,176 pharmacy episodes of 
care from the National Pharmacy study into Pharmacy groups. The cases were 
assigned using an applied statistical package “PC-group”. “PC-group” is an 
interactive package that employs classification analysis to aid construction of 
classification trees from data “PC- group” allows a pharmacist clinical reference 
group to “grow” a tree interactively. This means that at each branch of the tree, the 
efficacy of any variable or combination of variables were tested, allowing selection of 
the partition that was most efficient statistically or which made the most sense. This 
Pharmacy group is now ready for testing (Brooks and Lauchlan, 1995).
3.6.2 Ophthalmology Classification System.
In Australia, Dr Michael Hennessy has been developing an Australian thesaurus of 
ophthalmology terms for diagnoses and procedures. It involves developing a system 
for clinicians to code information about patient consultation, which gives greater 
precision of coding than is available from ICD-9-CM, but still seeks to match to ICD- 
9-CM and CMBS. It has the support of the Royal Australian College of
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Ophthalmologists, the Australian Medical Association, the ACCC and the National 
Coding Centre. A parallel activity involves the developing of a micro computer based 
package called “Terms” to test the validity of data using the codes defined as part of 
each episode of clinical care. This package is being trialled in an ophthalmology 
outpatient clinic to encourage clinicians to have direct data entry into a computerised 
system that can be utilised in the medical record - either in paper or electronic form 
“Terms” is a windows based system (Hindle 1995c). It conforms to the user interface 
conventions established by Microsoft for Windows products (Microsoft corporation 
1993) and so should be familiar to users of packages such as Word or Excel.
“Terms” is a computer based thesaurus of clinical terms, each of which has a code 
assigned to it. This taxonomy is designed to enable highly detailed, comprehensive 
descriptions o f patient encounters in ways that are clinically meaningful and which 
offer flexibility of clinical expression. This flexibility allows clinicians to record 
patients with the same condition in different ways if they choose. The idea is that any 
clinician should be able to find and store the required data from his or her 
understanding of terms relevant to concepts of condition and intervention.
This thesaurus allows the formation of groups of patients that can be very specific or 
very broad, by appropriate combination of selection criteria in the different categories. 
Computerisation allows for rapid searching of records even with multiple selection 
criteria.
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The taxonomy is sufficiently sophisticated, and enough key words and synonyms are 
part o f the coding framework, that a short pick list can be generated. For example, 
DM or Diab can be selected when searching for diabetes mellitus. The preferred term 
can be selected without entry of a code being required. ICD-9-CM codes are not 
entered by the user as computer mapping and validation ensures consistent 
nomenclature to the term. The core of the software is therefore a routine that allows 
the clinician to match concepts with terms in the database.
The key is entry to the computer of a part of a term that relates to the concept of 
interest. It can be an abbreviation, or a substring- that is, a sequence of letters that is 
part of a preferred term or synonym. Then the software will display the preferred 
term or synonym for selection and storage. If more than one term contains the 
substring, all will be displayed, and the intended term can be selected. The software 
also allows the user to browse through the complete list in hierarchical form for 
selection by pointing. In short, “Terms” provides a relational database for identifying 
and classifying clinical practice.
These data are linked to a patient management system. When a new patient arrives, a 
record is created in the patient database. The records are created for the first and any 
subsequent contacts. The attributes of interest are administrative and clinical.
Once the data are stored, they can be accessed at any time for a wide range of 
purposes. For example, lists of patients with conditions can be generated to support 
research, and statistical tables can be produced to support budgeting.
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The program is easy to use and validates data entries. The initial work of “Terms” 
was done by Professor Don Hindle together with Dr Michael Hennessy for the Royal 
Australian College of Ophthalmologists (Hennessy and Hindle 1994).
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Chapter 4.
4.1 Casemix Classifications and dietetic progress in Australia.
In October 1992, a workshop was held jointly by the University of Wollongong and 
the Dietitians Association of Australia on Casemix and Dietetics. Some of the 
recommendations that emerged from this workshop were “....A standard 
classification of diagnoses should be developed, endorsed by relevant bodies, and then 
recommended for use by dietitians. It should probably be an extension of the ICD-9- 
CM diagnosis classification, and take account of particular needs of dietitians such as 
separate codes for both risk of a problem and actual manifestation” It further 
recommended that “....it would be wise to envisage the development of standardised 
computer software, able to be used at multiple sites with minor adaptations” (Hindle 
et al 1992).
A report from this workshop was the first published data in the area of casemix and 
dietetics in Australia. This project is a result of the above recommendations and little 
has been published by Australian dietitians in the meantime. Most advances in work 
on casemix and dietetic classification systems have been achieved in the United 
Kingdom (Morley 1992, Scott 1988).
Casemix Classifications and Dietetics.
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conditions and interventions, as well as diseases, injuries, examinations, signs and 
symptoms, and drugs. There are also terms and codes covering health status 
measurement and patient administration. This allows users to browse, find and use 
terms at any level o f detail for clinical, statistical and administrative purposes.
The thesaurus also allows for straight forward expansion to incorporate additional 
terms at each level without disturbing the position of the current terms and their 
structure.
Table 2. Example of Read Code hierarchy.
Level Read Code Term Read Code
1 Circulatory system disease G—
2 Ischaemic heart disease G3—
3 Acute myocardial infarction G30--
4 Acute ant. myocardial infarction G301-
5 Acute anteroseptal myocardial infarction G3011
(Stuart-Buttle 1993)
Users can access Read codes terms from natural language and also from the Read 
code directly if it is known. Once a term has been selected, different levels of the 
hierarchy either above or below the selected term can be assessed directly by one key 
depression. The Read codes like the ICD codes are dynamic. That is, at any given 
time they are fixed but are periodically and formally updated by a publicly known
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In the United Kingdom, the NHS Centre for Coding and Classification was 
established in 1990 to maintain and develop the Read codes. The Read Clinical 
classification or Read codes were developed by a British General Practitioner, Dr 
James Read in the early 1980’s. They are a computer-based comprehensive, 
hierarchically arranged, clinical thesaurus of health care terms, each of which has a 
code assigned to it. They provide an agreed thesaurus of terms in everyday 
languages for health care providers to record on computer their daily activities in 
patient care (NHS Centre for Coding and Classification 1993). The Read codes have 
been developed specifically for use with computers.
The clinical record keeping system is driven from basic building blocks, which are 
agreed terms for conditions of patients and interventions of clinicians. The process 
involves creation and maintenance of an exhaustive list of terms. Where two or more 
terms have the same meaning, one is selected as the preferred term and the others are 
recorded as synonyms. Therefore the Read code thesaurus consists of a list of 
preferred terms for each concept identified - the nomenclature- and the synonyms, 
eponyms and abbreviations linked to these (Miller and Britt 1993).
This thesaurus provides a relational as well as hierarchical taxonomy. The 
nomenclature is organised into five levels of hierarchy. This has been coded, 
organised in file structures suitable for use in computers and cross-referenced to 
national and international classifications such as ICD-9-CM. The terms cover
4.2 Classification systems and dietetic progress in the United Kingdom.
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organisation. They are adaptable to rapid changes in medical practice. This dynamic 
quality is essential if health care providers are to use computerised patient record 
systems. If clinicians cannot find the term they require represented in the language 
they use, they will not take advantage of these systems and the potential they bring to 
health care. Ideally, this update should be done by the appropriate professional body 
(Stuart-Buttle 1993).
There has been extensive clinical involvement in DRG evaluation in the United 
Kingdom that has led to the development of Health Resource Groups based on Read 
codes (NHS Centre for Coding and Classification 1994).
Dietetics has been identified in the United Kingdom as one of the five key professions 
allied to medicine and has the responsibility to produce its own terminology 
containing terms used exclusively by members of the profession (NHS Centre for 
Coding and Classification 1993).
With the Read codes as a starting point, the British Dietetic Association (BDA) are 
currently creating a national collection of coded clinical terms and groupings for 
dietetics. The task was to produce a list of abbreviations and acronyms for dietetics 
as well as to develop terms for diagnosis and procedures. Funded by the National 
Health Service (NHS), the BDA have developed data sets to include data on
(1) dietetic treatment and care level analysis and
(2) other dietetic systems for diet and nutrient analysis programs for catering and meal 
scheduling.
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The aim of the project was to produce a dietetic thesaurus in a relational data base 
with a hierarchy of preferred terms accessed by any number of agreed synonyms and 
acronyms. For dietetic treatments, the BDA decided to have only one term “dietary 
advice that can be applied to any disorder, symptom, procedure or population group 
(Ford 1995). This project was completed in December 1995. The benefits of the 
British clinical thesaurus for dietitians is that it provides a basis for exchanging and 
analysing information on every aspect of patient care. It maps and is fully compatible 
to national and international coding and classification systems such as ICD-9-CM, 
ICD-10, OPSCS-4 and BNF. The BDA has formed a dietetic information group to 
take responsibility for the dynamics and updating of the data.
4.3 Classification systems and dietetic progress in New Zealand.
The New Zealand government has obtained a development licence to test the 
application o f the Read codes in their hospital system. The aim is to improve the cost 
effectiveness, data systems and quality of the health care system. In addition to 
testing Read codes, the New Zealand Health Information service approved the use of 
ICD-9-CM codes in hospitals for data analysis (Britt and Miller 1993). Trials of Read 
codes and the supporting software have recently begun (Britt and Miller 1993) with 
the view to produce casemix adjusted, health service indicators based upon the length 
of stay of patients within the national hospital discharge dataset.
It is only since 1995 that the New Zealand Dietetic Association (NZDA) has begun to 
take an active involvement in casemix. NZDA representatives attended the South-
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East Region Dietetic Conference in May 1995 and were keen to work with the 
initiatives o f DAA and the current project to establish an international classification 
system that reflects dietetic practice. A liaison representative has been in contact with 
the author, and background information on this project has been provided to her. 
Further contact is planned as their needs become more clearly identified.
4.4 Classification systems and dietetic progress in the United States of 
America.
In 1983, the diagnosis related groups (DRG) classification of acute inpatient episodes 
was developed and adapted in the United States of America for use in the prospective 
payment system o f the U.S. hospital sector. This has been described in Chapter 2. 
The DRG system uses two independent measures o f clinical meaning. Each class is 
intended to be homogenous in both clinical and resource use terms. The DRG system 
was the first casemix classification system that was to any degree acceptable to health 
care professionals, and the first which actually had an effect on the way hospitals were 
managed. DRGs have been widely used in a range of applications, and improvements 
to the classification have been made on the way (Hindle et al. 1991). The DRG 
system began at 383 classes in 1979 and the HCFA decided to adapt the DRG 
classification for use in its prospective payment system from 1983. The current 
HCFA-9 DRG version has 491 classes.
Changes in the DRG system in the United States of America have been conservative. 
This is largely because changes in the DRG system can cause significant shifts in
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revenue. The use o f HCFA DRGs for payment of billions of dollars each year, 
precludes the possibility o f taking any risks (Hindle and Eagar 1994c).
In the USA, the DRG system is used for reimbursement purposes. A comprehensive 
clinical computerised nomenclature has recently been completed. Originally 
developed by Elmer Gabrieli, this computer based nomenclature has 133,609 primary 
medical terms and almost 300,00 synonyms. Like the Read Classification system, the 
terms are arranged hierarchically, to keep together kinships among terms. The 
nomenclature can be automatically encoded to the ICD system (Gabrieli 1993).
From the literature, it is difficult to ascertain whether the American Dietetic 
Association (ADA) has commenced any work on the construction of dietetic casemix 
classification systems. Letters and faxes were sent to the ADA to request an update 
on dietetics and casemix in the United States of America. No responses were 
received. Most o f the dietetic casemix literature focuses on the impact o f nutritional 
services on DRGs rather than the classification system per se. (Blackburn and 
Himburg 1987, Trimble 1992 and McCulley 1994). Contact with Fiona Ford (British 
Dietetic Association Casemix Officer) also reports that information with regard to 
American dietetic casemix systems has been difficult to obtain.
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In summary, it appears that health care systems world wide are undergoing major 
administrative restructuring and change. Most change appears to be based on 
casemix and DRG related models. DRGs or similar models are used to build a 
casemix profile on which hospital funding will rest.
Underpinning these changes is the need for casemix education of professional hospital 
staff. In 1994, a national survey was undertaken to assess the knowledge, attitudes 
and opinions concerning casemix of professional hospital staff in all Australian states. 
An assessment of the educational exposures to casemix, and their perceptions of their 
needs for educational programs about casemix were a further goal. Fifty-eight 
hospitals agreed to participate in the survey and a total of 1,970 clinicians, nurses, 
allied health and hospital administrators were selected at random. This survey found 
the general knowledge of casemix issues was very limited. However, there was a 
general agreement amongst a majority of hospital staff that a knowledge of casemix 
was necessary in their work (Degeling et al. 1995).
In America, and most likely in the future in Australia, dietitians will be required to be 
more accountable for their services (McCulley 1994). They will need to identify the 
activities they perform which contribute to the value of patient care and redefine their 
work in terms of outcomes. For this reason alone, dietitians should have a good 
knowledge of casemix and the DRGs related to dietetic practice (Barrington and Wall 
1995). A good opportunity exists in this climate of change for dietitians to define and 
classify their services and develop cost effective clinical practice that remains in line 
with accepted standards of care. It is also an opportune time to aggregate these data
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on a national or international level so that data can be used for statistical, 
classification and management purposes, as well as for information exchange.
Some health care professionals such as ophthalmologists and pharmacists are well 
advanced in their development o f their own classification systems and are now 
developing and testing computer systems to support these models. Dietitians have the 
opportunity to learn from these systems, so that the next stages o f assigning a 
classification system to the clinical reference standards produced from this project and 
the use o f computer systems can be applied to the dietetic reference standards in a 
similar way.
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Chapter 5.
Stage One. Method, Results and Discussion.
Stage One involved recruitment o f hospitals to participate in the project and the 
collection o f dietetic diagnoses and interventions over a three month period.
In order to be compatible with other coding systems that are used in the healthcare 
system, dietetic diagnoses and interventions must be applicable in a wide variety of 
contexts. To do this, the diagnosis and intervention terms must be linked to existing 
ICD-9-CM codes and be comparable with nomenclature that clinicians, other health 
professionals and hospital administrators may use. Synonym and abbreviations of 
dietetic diagnoses and interventions were collected to ensure terms of similar 
meaning were coded in a consistent way.
5.1 Method.
5.1.1 Hospital recruitment and demographics.
Selection o f hospitals for participation in the study was carried out using a mixture of 
random and stratified sampling. The process was designed to select 40 Australian 
hospitals to participate in the project. Three major steps were used in the sampling 
procedure.
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First, the scope of the population was decided. The study was limited to acute 
hospital inpatients so all psychiatric, rehabilitation and geriatric hospitals were 
excluded.
Second, hospitals were purposefully selected to capture a wide variety of diagnoses 
and interventions treated by dietitians, with an appropriate representation in all States 
and Territories. Ten hospitals that provided specialist services (such as heart 
transplants, spinal, paediatrics or burns) or rural hospitals were invited, directly, to 
participate.
Third, hospitals were recruited through advertisements in the DAA newsletter. All 
hospitals that expressed interest in participating in the study through this means were 
invited to participate.
Project participation was purely voluntary. Recruitment of hospitals began in April 
1994 and by July 1994 forty-eight hospitals expressed interest in participating in the 
study and forty hospitals were recruited to the project.
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5.1.2 Data Collection.
Each department was asked to record their inpatient services over a three-month 
interval in terms o f the following descriptors as set out in the guidelines provided to 
them by this project, the “Project Hospitals Data Collection Guidelines”.
These guidelines requested hospitals to collect patient data by the following criteria:
1. Preferred diagnosis, or the principal reason for seeing a patient.
This preferred diagnosis may be different to the principal medical diagnosis. Again, 
the patient who has diabetes mellitus and is admitted to hospital for a hip replacement 
exemplifies this situation.. The principal medical diagnosis would be hip replacement 
whereas the principal dietetic diagnosis would be diabetes mellitus.
2. Co-morbidities treated concurrently but with lower priority than the preferred 
term.
For example, a patient who has chronic renal failure and also is obese, the co­
morbidity o f obesity is still treated during the episode of care but not with as high a 
priority as treating the chronic renal failure.
3. Abbreviations used to identify the diagnosis.
For example, NIDDM is commonly used to identify non insulin dependent diabetes, or 
LOW to identify loss o f weight.
4. Synonym codes or equivalent diagnosis that can be used interchangeably.
For example, raised cholesterol, high cholesterol are synonym terms for the diagnosis 
o f hyperlipidaemia.
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5. ICD-9-CM code of the preferred diagnosis.
6. Any other factors that might distinguish the diagnosis from an otherwise 
similar case.
This could be where resources or time may be different, such as with Aboriginal or 
non English speaking patients.
A copy o f the “Project Hospitals Data Collection Guidelines” is in Appendix II.
By October 1994, all forty hospitals had completed three months of data collection.
For intervention data, a framework from a previous DAA working party was 
reworked and sent to each participating hospital. The intervention data were not 
collected prospectively against patient data, as many nutrition departments already 
had developed their own guidelines for dietetic interventions. Here the task was more 
to get consensus and consistency among the twenty-seven departments who had 
individually prepared intervention data for their patient care. The first draft was 
distributed in July 1994 to all of the forty participating nutrition departments and the 
fourth draft was circulated in January 1995.
5.2 Results.
Forty hospitals completed data for analysis. In total, over two hundred and fifty 
dietitians had the opportunity to contribute to this project. This is approximately
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fifteen per cent o f the total membership of DAA (DAA Annual Report 1995). 
Appendix III lists the hospitals that participated in this project.
Hospitals were distributed within Western Australia (four hospitals), Victoria (13 
hospitals), New South Wales (11 hospitals), Northern Territory (one hospital), South 
Australia (four hospitals), Queensland (five hospitals), Tasmania (one hospital), and 
Australian Capital territory (one hospital). This distribution is shown in Figure 1. 
This representation reflects the number of available hospitals in each State or 
Territory. The representation also reflected any state or territory idiosyncrasies in 
terminology. For example the data captured if NSW recorded Type 2 Diabetes as the 
preferred term compared to Victoria recording Non insulin dependent diabetes as the 
preferred term.
The frequency of diagnoses treated by dietitians was not captured in this project as 
hospital departments did not re-record an identical diagnosis. This was because the 
project aimed to capture all diagnoses treated by dietitians, regardless of their 
frequency.
The large teaching hospitals (that is >500 beds) accounted for 16 hospitals out of the 
total forty participants, there were four metropolitan hospitals less than 500 beds, five 
regional country hospitals, four rural hospitals, four children’s hospitals, two women’s 
hospitals, two specialist centres and four private hospitals. This distribution is shown 
in Figure 2. Public hospitals accounted for 36 of the participating hospitals and
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private hospitals accounted for 4 of the participating hospitals. This distribution 
reflects the range of specialist and general clinical practice.
5 .3  Discussion.
Forty-eight hospital nutrition departments initially expressed interest in participating in 
this project and forty hospital nutrition departments participated in the project. The 
hospitals that were unable to contribute data to the study, cited staff shortages, staff 
changes and student training as the main reasons why they could not participate in the 
study. There was a limited response from private hospitals, as many of these employ 
dietitians on a “fee for service” basis and only the larger private hospitals volunteered 
to participate in the project.
Some nutrition departments found difficulty in participating in this project as they had 
difficulty in expressing their work practices in this way. Traditionally dietitians have 
collected “input” data such as patient numbers or type of therapeutic diet. Details on 
what actually happened during a patient admission (for example the dietetic episode of 
care) were rarely recorded. An example of this is the recording of “Very unwell” or 
“Dog bite” as a nutritional diagnosis. Discussions also took place with individual 
nutrition departments to clarify any ambiguous terms, to explain the purpose of the 
project and the data collection and to answer questions about the project.
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The process o f reviewing four drafts o f intervention data o f forty hospitals was time 
consuming. The time line for intervention data was required to fit in with the time line 
for the NAHCC Reference Standards Project as described in Chapter 3. It was 
important that the dietetic intervention data collected in Stage One fitted within the 
allied health framework and National Coding Centre guidelines. From the 
intervention data collected from this project, the DAA Casemix Committee was able 
to undertake the task o f finalizing the definitions o f the dietetic activities for inclusion 
in the National Health Data Dictionary. Australian ICD-9-CM codes for these dietetic 
activities also were developed by the National Coding Centre for the new Australian 
Procedure Codes released in July 1996. These codes are being further developed for 
inclusion in the procedure section of ICD-10-AM for release in 1998.
Having once collected a list o f clinical reference standards for dietetic diagnoses and 
interventions from each hospital, the next task was to structure and develop this into a 
clinical database. This is described in Stage 2.
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Chapter 6
Stage Two. Method, Results and Discussion.
The purpose o f collecting dietetic diagnoses and interventions was to enhance the 
standardising o f recording of dietetic clinical care.
Standardising the dietetic terminology by mapping to the existing ICD-9-CM codes 
helps minimize the different interpretation each dietitian may associate with a 
diagnosis and intervention and an ICD-9-CM code. The abbreviations and synonyms 
collected provide flexibility of recording of data in the clinical setting.
Condensing the existing ICD-9-CM codes that are most relevant to clinical dietetics 
into an abridged version from the existing three large volumes of ICD-9-CM code 
books, will provide a more convenient access to ICD-9-CM codes for dietitians.
A smaller manual o f the clinical terms for both diagnoses and interventions and the 
ICD-9-CM codes, should help clinical dietitians to overcome problems of selecting 
the ICD-9-CM code o f “best fit” for the diagnoses and interventions treated during a 
patient's episode of care.
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6.1 Method.
The dietetic diagnoses and intervention's data submitted from the forty hospitals was 
initially entered into Microsoft “Access 2.0” database for manipulation, review and 
refinement. This consisted of the sorting and collating of the dietetic diagnoses and 
intervention data collected in Stage One. The culling process removed all the 
duplicate preferred diagnosis and intervention terms that different hospital sites 
provided. For example, almost all departments had included obesity, non insulin 
dependent diabetes and hypercholesterolaemia in their data base as a preferred 
diagnosis term. Culling also removed the preferred diagnoses terms that were not 
considered to be an accurate description of the reason why dietitians would see a 
patient, such as “very unwell” as a preferred term diagnosis.
Preferred terms were associated with abbreviations, synonyms and ICD-9-CM codes 
after the culling period. The preferred terms and synonyms were mapped to the US 
Department o f Health and Human Services, ICD-9-CM codes
6.2 Results.
Over 2500 “preferred diagnosis terms” were entered on to the data base and this was 
eventually sorted and culled to 850 diagnoses terms and 75 intervention terms
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During the culling and sorting period, where hospitals differed in what they specified 
as the preferred term as opposed to the synonym term, a “majority rules” applied. For 
example, if 80 per cent o f the study hospitals preferred the term “Non insulin 
dependent diabetes” to “Type 2 diabetes”, then Non insulin dependent diabetes would 
become the preferred term and Type 2 diabetes the synonym term.
Preferred terms were associated with abbreviations, synonyms and ICD-9-CM codes. 
All abbreviations and synonyms came directly from the project hospitals' data. No 
culling o f abbreviations or synonyms took place. This means that one preferred term 
could have multiple abbreviations or synonyms attached. Abbreviations of synonyms 
such as MOD for Maturity Onset Diabetes were also included in the data base.
The range o f diagnoses treated by dietitians was between 33 and 172 diagnosis terms 
per hospital nutrition department, with an average of 86 diagnosis terms per nutrition 
department.
Intervention data ranged from 8 to 80 activities per hospital nutrition department, 
depending on the detail o f the activity that the department included. Again larger 
hospitals appeared to provide more detail on activities performed.
Eighty-five per cent o f the 850 preferred terms matched codes with ICD-9-CM codes. 
One hundred and twenty terms were unable to be coded to ICD-9-CM codes. The 
majority o f the terms that could not be coded came from the preventive aspects of
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dietetics such as “prevention of weight loss” or “prevention of side effects from 
chemotherapy” . A small group of diagnoses that required greater precision of coding 
than what is available from ICD-9-CM codes, such as HIV associated diseases and 
paediatric metabolic diseases, also fell within this uncodeable category.
None o f the preferred terms for interventions matched terminology equivalents in
ICD-9-CM. This is because most procedures in ICD-9-CM are medically or
surgically defined and they lack the clinical detail for specialised and ancillary services
such as nutrition and dietetics.
The total nomenclature consisted of 850 diagnosis terms and 75 intervention terms.
The volume doubles in size when the synonyms and abbreviations were added.
The final data base comprised the following components:
• A set o f preferred terms that are identical to the medical ICD-9-CM diagnoses, and 
are treated by dietitians. Examples o f these terms are diagnoses such as non insulin 
dependent diabetes and cystic fibrosis.
• A set o f preferred terms that are identical to the medical ICD-9-CM procedures, 
but are treated by dietitians as a diagnosis. This is where dietetic services arise 
from a procedure rather than a diagnosis per se, such as patients who are 
mechanically ventilated. Dietitians are referred these patients because they are 
ventilated rather than for their admitting diagnosis.
• There also is a new set of preferred terms for dietetic diagnoses that this project 
has identified and as yet cannot be classified by ICD-9-CM codes. This is because
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ICD-9-CM codes do not provide the degree of specialisation required for nutrition 
and dietetics and also because ICD-9-CM codes do not cater for preventive 
diagnoses such as “prevention of weight loss”.
• A set o f preferred terms for dietetic interventions. From the intervention data 
collected, eight interventions were defined and classified to ICD-9-CM codes by 
July 1996. These new eight dietetic intervention codes are shown in Table 3.
Table 3 Dietetic (ICD-9-CM) Intervention Codes
92.9 Nutritional assessment and management
92.91 Nutritional assessment
92.92 Nutritional counselling (education)
92.93 Preventative nutrition counselling
92.94 Provision of therapeutic diet
92.95 Provision of enteral nutrition
92.96 Provision of oral nutrition support
92.97 Other specified nutrition intervention
92.98 Nutrition Consultation, NOS
92.99 Unspecified nutritional intervention
(National Coding Centre 1996)
Each o f the these sets o f preferred terms for dietetic diagnosis have been linked to 
associated co-morbidities, abbreviations and synonym codes.
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This has provided a comprehensive nomenclature of clinical terms that can be used by 
dietitians in a standardised way in day to day patient care.
This list o f clinical terms for dietetic diagnosis and interventions is presented in 
Appendix IV.
6.3 Discussion.
Quality and quantity o f the data varied considerably among the study hospitals. Some 
hospitals had the ability to submit high quality data through use of existing computer 
based statistical programs. Nine of the forty (22 per cent) hospitals indicated that 
they had the resources for computer based data sets while the majority collected the 
data manually. If  departments already collected the data via a computer software 
programme, this was an acceptable form for recording data for the project. This 
saved duplication of data collection and enhanced the participation rate.
Variation o f quality occurred due to the differences in collecting the data required 
manually or by computer. The departments that collected data on computer software 
had the ability to provide higher quality data. This appeared to be because they had a 
better understanding o f the casemix concepts behind the requested data collection.
Quantity of the data also varied, with the larger hospitals submitting a greater variety 
of diagnosis terms than the smaller or more specialised hospitals. Only three of the
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forty participating nutrition departments were mapping dietetic diagnoses to ICD-9- 
CM codes.
It became clear that with this large level of data produced, attention should focus both 
on the development o f a computerised clinical data base as well as the production of a 
manual. This would then enable dietetic diagnostic and intervention data to be used 
as a routine part o f data collection in clinical practice, as well as allowing for a more 
sophisticated structure o f classification.
A classification system using more than one means of classification (such as preferred 
terms, mapping to ICD-9-CM codes, abbreviations and synonyms) needs to be 
computerised as selecting criteria would be very arduous by hand. At best, the only 
arrangement on paper can be a singular alphabetical or sequential code arrangement. 
Computer based datasets have the ability to go beyond these singular constraints. To 
have dietetic reference standards encompassed in a clinical database in a manual 
booklet alone, would at best be limited by the lack of hierarchy achievable in paper 
form (Woon and Spalton 1990).
Computerised data bases greatly facilitate the retrieval and correlation of information 
and is a much more suitable medium on which to have the dietetic diagnoses and 
interventions that have been identified by this project, and to take advantage of the 
advances in computer technology. As most dietetic data is stored in the patient 
medical record it was thought to be useful to develop a computerised system similar 
to the ophthalmologists “Terms” that could allow for information to be compatible in
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an electronic patient record format. Because o f these issues and limitations o f a 
manual classification system, the development o f a prototype computerised database 
was initiated as Stage Three of this project.
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Chapter 7
Stage Three. Methods, Results and Discussion.
Stage three involved the development of a prototype computerised database that 
could be field tested on a small number of nutrition departments.
At the time o f the data collection of this study, nine of the 40 nutrition departments 
indicated that they had the resources for computer based data sets of dietetic 
diagnosis and interventions while the rest of the study hospitals manually collected the 
data. Three of these departments used the McDonnell Douglas Information system 
(MDIS), a large mainframe package, three departments used an “in-house” computer 
programme for statistic collection and three departments used “Performance 
Indicators” software package (Symons 1994). The three nutrition departments using 
MDIS had standardised their database between the hospital sites, but there was no 
other standardising of databases between any of the other dietetic departments.
When reviewing the computerised packages available for both clinical and statistical 
purposes, it became obvious that there was a lack of commercial packages available. 
Goulburn valley software has produced “Performance Indicators” (Symons 1994). 
This software has been bought by approximately 40 Australian hospitals for allied 
health statistical purposes. It is currently the only statistical package available for 
allied health. However, it does have some shortcomings in that it is not “Windows” 
based (Microsoft corporation 1993) nor does it have a relational or hierarchical 
database. This means that only one diagnosis and intervention are allocated to each
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patient despite any medical complexity or multiple diagnosis with which the patient 
may present. Dietitians have also had no input into any of the design components of 
this software to ensure that it meets specific dietetic criteria or needs. For these 
reasons, the author felt it was useful to develop a prototype that would more 
adequately suit clinical dietetics longer term requirements.
The development o f the Australian Thesaurus o f Ophthalmic Terminology (ATOT) 
and “Terms” as described in Chapter 3 appeared to be an appropriate model on which 
to develop a prototype. ATOT has the financial support o f the ACCC and the 
National Coding Centre has evaluated the overall structure of the ATOT codes and 
has extensively checked the validity of code mapping to the standards governing 
existing coding practices in Australia (Hennessy and Hindle 1995). “Terms” also has 
a strong clinical emphasis and a “user friendly” base. Another advantage of the 
“Terms” software is that it is public domain. This would mean that sole and small 
departments with limited access to funds have the opportunity to use software rather 
than manually recording data, provided they have access to a computer.
“Terms” also is designed to record everyday care of patients. It provides a depth of 
coverage not found elsewhere, with terms for details such as symptoms, associated 
co-morbidities and interventions being listed. The depth of detail allows specialists to 
record their care while allowing generalists to record broader statements. “Terms” 
will also have the flexibility in the future to be used within an electronic patient record 
framework.
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7.1 Method: Part A
Over a three month period, discussions were held with Mr Alan Hodkinson, computer 
designer o f “Terms” and Dr Michael Hennessy, regarding the best way to modify 
“Terms” to suit clinical dietetics. It was decided to adapt the software to a clinical 
prototype called “Diet Terms” with the following criteria and changes:
1. Must be sufficiently detailed to allow the coding of very detailed diagnoses as well 
as general diagnoses and symptoms.
2. Must have the flexibility to match a coding system to free text.
3. ICD-9-CM codes for diagnoses and procedures can be “invisible” to the user, but 
mapped to free text.
4. Must be capable o f both a hierarchical and relational structure.
5. Must be user friendly
6. Be adaptable for dietetic terms rather than ophthalmology terms.
7. The incorporation o f audit data to enable reports to be generated.
8. The addition of the patient data base for inpatient and outpatient data.
The dietetic database for “Diet Terms” was constructed by the author from the 2500 
diagnoses and intervention terms collected in Stage One.
The data base required for “Diet Terms” is a comprehensive structured hierarchy of 
clinical terms for dietetic diagnoses and interventions. Each clinical concept has a 
preferred term and may have a number o f synonyms, acronyms, abbreviations, cross
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referencing and relationship data. The dietetic diagnoses and interventions collected 
in Stage One also were able to provide a brief description of each term. The term 
codes were structured into a five level hierarchy and each successive level provides 
greater clinical detail. Table 4 shows an example o f this hierarchy for the condition of 
Diabetes Mellitus.
Table 4. Format of the “Terms” database for patients with a 
primary diagnosis of diabetes
Hierarchy Term ICD-9-CM Synonym Abbreviation
Level 1 Diabetes 250 DM
Level 2 Non insulin 
dependant diabetes
250.00 Type 2 diabetes 
Maturity onset 
diabetes
NIDDM
MOD
Level 2 Insulin dependant 
diabetes
250.01 Type 1 diabetes 
Juvenile diabetes
IDDM
JOD
Level 3 Uncontrolled 
insulin dependant 
diabetes
250.91 Unstable insulin 
dependant diabetes
Level 4 Diabetic ketoacidosis 250.11
Level 5 Diabetic coma 250.31
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Mapping o f terms codes to ICD-9-CM, the use o f text to describe the code, and the 
cross referencing, linking and relating of data is the corner stone of the “Terms” and 
“Diet Terms” . Relationship data that links commonly associated co-morbidities or 
symptoms that dietitians may treat can easily be associated. Linking obesity as a co 
morbidity to Type 2 diabetes mellitus or weight loss as a co morbidity to lung cancer 
are both good examples o f the type of relational data that can be achieved using “Diet 
Terms” .
In the prototype data base, approximately 80 terms, relating to the diagnostic 
categories o f diabetes and malnutrition were entered into the “Diet Terms” database. 
Fifteen intervention terms also were entered into the database to achieve a more 
realistic demonstration. Each diagnosis and intervention term have the appropriate 
cross referencing and linking of ICD-9-CM codes, synonym terms, abbreviations, and 
relational data associated to it. This is less than one tenth o f the total number of 
diagnoses and interventions that were collected from this study. A “dummy” patient 
database also was made available on the prototype so that users could get an idea of 
how to edit and utilise patient data with the dietetic diagnosis and intervention data. 
Because “Diet Terms” was a prototype, there were some ophthalmology terms still 
seen in “Diet Terms”, and these could be defaulted through for dietetics. A copy of 
“Diet Terms” database, instructions and computer disk that was provided to pilot 
hospital sites are in Appendix V.
It must be emphasised that the data that are included in the database are only test data 
and are not clinically meaningful in that the relationships between terms were
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generated randomly pending the completion of the task of defining the source 
reference data. Similarly, problem lists for patients also were generated randomly.
7.2 Method: Part B
At the 14th National DAA Conference in May 1995, a workshop was conducted in 
conjunction with Dr Michael Hennessy to provide an update and demonstration of 
“Terms” and “Diet Terms” . From this workshop, 12 hospital nutrition departments 
volunteered to pilot “Diet Terms” in its prototype form.
The aim o f the field testing was for the hospital nutrition department dietitians to 
assess the concept o f “Diet Terms” rather than the attention to detail of patient and 
diagnostic data. That is, how dietitians would assess the program in regard to using a 
clinically structured data base and the statistic component for reporting purposes. 
The patient and diagnostic data in “Diet Terms” was randomly generated test data and 
was not clinically meaningful.
Guidelines on how to install and use “Diet Terms” was provided to all hospitals 
involved in the field testing. Where practical, visits were made to the field sites to 
facilitate the use o f “Diet Terms”. Appendix VI provides a list of the hospitals who 
participated in the field-testing.
Hospitals were given 4-6 weeks to evaluate the concept of “Diet Terms”, at the end 
of which an evaluation form was sent to them. The evaluation form was designed
71
using opened ended questions to allow respondents to go into detail and express 
greater depth in their answers. Opened ended questions also were used so as to avoid 
author bias. Double barrelled question and the use of negative items were avoided 
(Grinnell 1981). Eight questions were asked in the evaluation form. Because the 
number o f hospitals involved in field testing was small, it was not difficult to evaluate 
responses on an individual basis and then combine them overall. See Appendix VII 
for a copy o f the evaluation form.
Each o f the twelve hospitals was also provided with a sample o f the list of dietetic 
diagnosis and intervention terms in a manual form.
7.3 Results
Six o f the twelve hospitals (50 per cent) tested “Diet Terms” and returned the 
evaluation form.
The first two questions in the evaluation form asked the field test hospital dietitians 
what they liked and least liked about “Diet Terms”. Four of the field test sites liked 
that Diet Terms provided a structured, hierarchical approach to diagnosis and 
interventions. Two hospital field test sites cited the program being “Windows” based 
added flexibility o f use. Four field test hospitals reported that they disliked the 
ophthalmology data still being on the data entry screen. Two field test hospitals 
found the instructions confusing and had difficulty using the data entry screen. One
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hospital mentioned the probability of data redundancy/repetition between hospital 
mainframe data and stand alone PC programs.
For the third question, “Is there any feature you would like added?”, three field test 
hospitals requested an on-line help screen. One field test hospital replied no and two 
field test hospitals did not respond to the question.
The fourth question asked respondents to rate the programme in regard to ease of 
use, format, time for data entry, complexity and amount of information provided. 
Five field test hospitals responded that it was adequate for data entry time. Four field 
test hospitals responded that the format and ease of use were adequate. Four field 
test hospitals also responded that the complexity and amount of information available 
was difficult to rate due to the limited amount of data in the database. One field test 
hospital rated Diet Terms inadequate for all aspects except for entering of information 
and one field test hospital did not respond to the question.
The fifth question asked respondents what difficulties were encountered using “Diet 
Terms” . Two field test hospitals responded inadequate training, one hospital cited 
difficulty in access to one part o f the programme and one hospital cited entering data. 
Two field test hospitals did not respond to the question.
A summary o f the results is presented in table 5.
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Table 5 Summary of evaluation survey of “Diet Terms”.
Qi What did you like about Diet Terms? - Windows based.
- Structured approach to 
diagnosis.
Q2. What did you least like? - Ophthalmology data still on 
screen
Limited information collected.
- Lack of training.
Q3. Would you use Terms? Yes- 2 responses.
No- 2 responses.
Don’t Know- 2 responses.
Q4. Would you use the manual version? Yes- 4 responses.
No- 1 response.
Don’t Know- 1 response
7.4 Discussion
The purpose of Stage Three was to assess if the terminology collected in Stages One 
and Two would be more clinically meaningful and useful in a computer database 
rather than only in paper form. This is because a classification system using more than 
one means o f classification (such as preferred terms, ICD-9-CM codes, abbreviations 
and synonyms) needs to be computerised as selecting criteria manually is arduous. At 
best, the only arrangement on paper can be singular or sequential code arrangement. 
Computer based datasets have the ability to beyond these singular constraints (Woon 
and Spalton 1990).
The small numbers o f field testing hospital sites and the response number to the 
evaluation form made it difficult to obtain any trends, similarities, or differences that
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would be significant. This number of participants can provide only a descriptive 
measure on the evaluation of “Diet Terms” .
Overall, four o f the six field test sites who responded to the evaluation reported that 
“Diet Terms” was an adequate prototype database to store both clinical information 
as well as data for statistical and reporting purposes. All six field test sites reported 
that they would require further training, more specific instructions and a larger 
database in order to assess the full potential of “Diet Terms”.
Variations amongst the six respondents may be due to:
1. Location of test site.
Those field test sites that were geographically local to the author, where the program 
could be personally demonstrated, had much less difficulty in trialling the program. 
All the field test sites who failed to participate in Diet Terms were hospitals located 
interstate to the author.
2. Familiarity with other programs.
Two test sites who had another statistical program installed, appeared to have 
difficulty understanding the different concepts between a relational and sequential data 
base of dietetic diagnosis and interventions.
3. Knowledge o f Casemix Classification and its future developments.
Some hospital sites appeared to have limited understanding of casemix concepts and 
its application to statistical and data classifications for management and casemix 
purposes. For example one field test site responded that they “had difficulty in 
determining the relevance of the data entry required”.
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4. Use of ophthalmologic instructions for installing and using “Diet Terms”
Four field test sites experienced difficulties with the ophthalmology data still being on 
the data entry screen. Most found this confusing. The cost o f a computer 
programmer to further adapt the programme for use by dietitians would need the 
financial support o f the Dietitians Association of Australia. Two field test sites also 
considered the limited amount o f diet terms too small to demonstrate the full 
capabilities o f the program.
Follow up was undertaken with the field test hospitals who did not participate in the 
field testing of “Diet Terms”. Reasons cited for non response included difficulty in 
installing and understanding the software, change of staff (especially those computer 
literate)! and lack o f time to trial the program.
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Chapter 8.
General Discussion
The main outcomes o f this study were:
1. A reference list o f dietetic diagnoses
2. A reference list o f dietetic interventions
3. A prototype computerised clinical database o f dietetic diagnoses and interventions.
The list of dietetic diagnoses and interventions were mapped to synonyms, 
abbreviations and ICD-9-CM codes to build a thesaurus of dietetic diagnoses and 
interventions. This thesaurus provides a reference standard to describe and record the 
dietetic episodes o f care.
The list o f clinical terms for dietetic interventions developed in this project and its 
subsequent coding should help dietitians achieve consistency in recording of dietetic 
services. This should provide a consistent, convenient, communication system about 
dietetic diagnoses and interventions.
It has provided the basis o f a classification system in line with the DRG classification 
system that is used and supported by the Commonwealth Department o f Health and 
Family Services. All classification systems have some historical design anomalies that 
may cause concern when used in a clinical setting (Murray and Hindle 1995). One of 
the concerns o f the DRG classification system is its use of the ICD-9-CM codes. 
They have been recognised to be substantially out of date or fail to exist for many
77
clinical specialities. Modifications to ICD-9-CM codes are necessary to improve the 
AN-DRG classification (Pilla 1994). Similar shortcomings o f the ICD-9-CM 
classification system apply for dietetic diagnosis and interventions and this has been 
highlighted by this project. In approximately 15 per cent (or 120 codes) o f the 
diagnoses recorded in Stage one, ICD-9-CM codes are inadequate to meet the needs 
of dietitians working in a clinical setting. The inadequacies for dietetics fall in to four 
broad categories:
1. ICD-9-CM codes do not provide the degree of specialisation required.
For example, diagnoses such as Long chain acyl CoA deficiency would be coded as 
Enzyme deficiency. Diagnoses such as methyl malonic aciduria, soy milk intolerance, 
sucrase-isomaltase deficiency would also only have a general code.
There are also very few ICD-9-CM codes that pertain to nutritional conditions. Poor 
nutritional status, unplanned weight loss, distorted body image are good examples of 
diagnoses that do not have a ICD-9-CM code assigned.
2. ICD-9-CM codes do not cater for preventive diagnoses or interventions.
For example prevention of malnutrition or prevention of side effects of chemotherapy 
cannot be coded. ICD-9-CM codes can only be assigned once the patient has the 
symptom or diagnosis.
3. ICD-9-CM codes do not cater for healthy populations.
Diagnoses that have a health/nutrition education purpose such as nutrition education 
for lactating mothers or nutrition information for patients at risk o f heart disease can 
not be adequately coded.
4. Some diagnoses would require two ICD-9-CM codes to describe the one diagnosis.
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For example, alcohol induced hypoglycaemia or risk o f radiation oesphagitis would 
fall within this category.
5. ICD-9-CM procedure codes do not cater for the post operative state which for 
dietitians would be the indication for intervention.
For example, the surgical procedure code for gastric stapling is used for the actual 
procedure performed, not the postoperative state when a dietitian would treat the 
consequences o f the procedure.
ICD-9-CM codes do not have the clinical specialisation detailed enough for nutrition 
and dietetics. Further work is needed to be done in conjunction with the National 
Coding Centre and other relevant clinical groups to enhance the recording and coding 
of terms that influence dietetic practice for ICD-9-CM code assignment.
The intervention data collected in this project was used to provide data to the 
National Allied Health Reference Standards Project and to the National Coding 
Centre for the new Australian procedure codes for dietetic interventions. One of the 
tenets o f this project was to ensure that the outcomes were consistent with the work 
being undertaken by the NAHCC and the National Coding Centre.(NAHCC 1995). 
The interventions were assigned ICD-9-CM codes by the National Coding Centre. 
By being involved in the updating and development o f AN-DRG classification system 
and the ICD-9-CM codes, the interventions developed in this project now have the 
potential to be measured within the AN-DRG system. These new dietetic intervention 
codes were released in July 1996 for use in all Australian acute hospitals.
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This dietetic intervention coding will allow dietetic data to be collected and 
standardised at a national level. This project showed that only nine o f the 40 nutrition 
departments participating in Stage one of the project routinely collected data about 
dietetic diagnoses and interventions. Only three o f the forty nutrition departments 
participating in the project were mapping dietetic diagnoses to ICD-9-CM codes. 
Some individual nutrition departments had developed basic classification systems for 
both diagnosis and interventions, but they were not widely used inter hospital and 
lacked consistency across hospital sites. Only three nutrition departments had 
standardised their databases between the hospital sites.
Many nutrition departments in Stage one of the project lacked the resources to 
facilitate a more sophisticated level o f statistical and data collection. In the data 
collection stage of this project, nine of the 40 hospitals had access to some type of 
computerised statistic collection. Manual data collection is time consuming, and it is 
difficult to record anything but the most basic o f patient and clinical information.
The lack o f information systems resources in hospital nutrition departments also leads 
to many dietitians lacking general knowledge and skills in regard to information 
technology. It appears from this project, that many dietitians are computer illiterate, 
as the majority o f practising dietitians have very little, if any knowledge about how 
information technology can assist them in their daily work. Also, very few dietitians 
have an in depth knowledge of the technical features o f different types o f computers 
available and what this means in terms of applications to support clinical dietetics. 
This means that dietitians rarely take a proactive stance in determining want they want
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to achieve in computerised data collection. This was particularly evident in the field 
testing o f “Diet Terms” . Although the field testing was purely voluntary, many in the 
field test hospital sites had great difficulty in using this software due to their lack of 
computer skills. This lack of computer skills and knowledge became a limitation in 
Stage three o f the project and was evident by the poor response rate in the evaluating 
of “Diet Terms” database.
Limited published research has been undertaken in classifying dietetic diagnoses and 
interventions in Australia. It was not until October 1992 that preliminary work began 
in addressing casemix issues that influence dietetic practice (Hindle et al. 1992). 
Since then the understanding of casemix issues and concepts have appeared difficult 
for the dietetic profession to grasp. This was evident in Stage one of the project 
where many nutrition departments had difficulty in understanding the casemix 
concepts inherent in the data collection. This is because it was a change from 
traditional hospital statistical collection models, where only simple information such as 
the number o f new or review patients seen by a dietitian was collected by nutrition 
departments. Because casemix is about classifying similarities between groups of 
patients, more information about the patients nutritional care during an admission is 
necessary (Hindle et al. 1992). This meant that during Stage one, considerably more 
examples o f what was or was not a “nutritional diagnosis” and what was or was not a 
nutritional intervention had to be included in the study guidelines. Data collection 
sheets that stated enteral feeding as a nutritional diagnosis rather than an intervention 
is an example o f this lack of understanding. More support and explanation had to be
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provided to hospitals in the States and Territories that had not yet implemented 
casemix.
The lack of understanding of casemix concepts was further highlighted in this study as 
the dietitians filling in the data collection sheets were more likely to be Grade 1 or 
junior dietitians, rather than managers who may have had a greater knowledge and 
application o f casemix issues. Data collection sheets that stated “very unwell” or 
“dog bite” as nutritional diagnosis of a patient are examples of the lack of 
understanding o f casemix concepts and their application to dietetics.
This lack o f casemix education and understanding of casemix concepts is not isolated 
to dietetics. The 1994 survey of the knowledge and attitudes o f professional hospital 
staff about casemix (Degeling et al. 1995) showed that only 56 per cent of allied 
health professionals responded correctly in the survey. In contrast, over 75 per cent 
o f allied health staff agreed that an understanding of casemix was necessary for their 
work and over 80 per cent agreed education or information topics would be of 
benefit. (Degeling et al. 1995). It would be reasonable to assume that dietitians are no 
different from other allied health professionals in regard to casemix knowledge. 
These modest levels o f knowledge about casemix and the expectation by most allied 
health staff that they would benefit from more casemix programs, should make the 
implementation o f further education a high priority not only for the government but 
for professional associations such as the Dietitians Association of Australia.
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The main research into the development of dietetic classification systems has occurred 
in the United Kingdom under the NHS Read codes and terms project (NHS Centre 
for Coding and Development 1994).
This project was similar to the NHS project in that it has linked clinical terms for 
diagnoses and interventions to abbreviations, synonyms and ICD codes.
The NHS/ BDA project was a much larger project in that it captured data on dietetic 
treatment and care as well as diet and nutrient analysis programmes and a meal 
scheduling element. This current project only aimed to capture dietetic diagnoses and 
intervention (treatment) data.
Although the Read Codes are not mandatory in Britain, the medical profession has 
recommended them as the standard coding system for clinical record keeping in the 
NHS. The Read Codes as a thesaurus of clinical terms is being used as a base for 
patient classification and electronic medical records in Britain (NHS Centre for coding 
and classification 1994). Australia has based its classification on the AN-DRG system 
and does not use Read Codes. Australian healthcare systems also have yet to support 
an electronic medical record. The resources for this, particularly for allied health are 
scarce. It is important that any Australian dietetic data capture fits within the current 
framework of the Australian healthcare system. For these reasons, the Australian 
project is different to the British/BDA project.
This project also differed from the British project in that the British project excluded 
diagnoses mutually provided by medical or other health care professionals. The
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resultant data that the BDA will provide to the NHS are terms exclusively used by 
dietitians. The clinical reference standards developed by this project focused on 
building a complete clinical component o f terms for dietetic use.
For interventions, the British project decided to have only one term “dietary advice” 
that could be applied to any complaint, symptom or diagnosis. Details about 
nutritional assessment, support or supplementation have not been assigned Read 
Codes (Ford, 1995).
This project developed eight intervention codes that have been assigned ICD-9-CM 
codes. Definitions have been applied to the terms and codes to prevent the codes and 
terms being either excessive or limiting. The task of validating the diagnoses and 
intervention codes in order to gain an agreement on the definitions and use is beyond 
the scope o f this project.
In Stage three o f the project, the thesaurus o f clinical terms developed in the 
prototype computerised database was loosely modelled on the Read Clinical 
classification (NHS Centre for coding and classification 1994). This type of 
classification represents an advance in classification systems as they are computer- 
based and have the ability to provide highly detailed, comprehensive descriptions of 
patient encounters than most present dietetic patient recording systems. It can also fit 
within future frameworks o f electronic patient records.
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The prototype clinical database was a relational and hierarchically arranged thesaurus 
of dietetic terms for diagnosis and interventions. It provided a thesaurus o f terms in 
everyday languages for dietitians to record on computer their daily activities in patient 
care. The aggregated data can also be used for statistical classification and 
management as well as information exchange.
The computerised clinical relational database "Diet Terms" was developed using the 
ophthalmology software programme “Terms”(Hennessy and Hindle 1994) as its base. 
This program was chosen as it records the diagnosis and interventions in natural 
clinical language, similar to the way it would be recorded in a medical record. It also 
has the facility to map to ICD-9-CM codes inbuilt in the database construction. 
Presently it is linked to ICD-9-CM codes for inpatients, but it can be linked to any 
classification system without the user having to learn a new coding system. The 
database used is relational rather than sequential. “Terms” also has the financial 
support o f the ACCC and the National Coding Centre has evaluated the overall 
structure and has extensively checked the validity o f code mapping to the standards 
governing existing coding practices in Australia (Hennessy and Hindle 1995). The 
“Diet Terms” prototype involves a similar structure to “Terms”, but because it is only 
a prototype there has been no validity of the database.
The Dietitians Association of Australia has decided to promote the use of a manual 
thesaurus o f dietetic terms for diagnoses and interventions for its members but not to 
further develop any computerised system. It is expected that this manual will be
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updated and maintained by the Dietitians Association o f Australia Casemix 
Committee.
The National Allied Health Casemix Committee has received Commonwealth funding 
to develop clinical reference standards for allied health patient focused interventions 
and clinical support services. The next stage of the NAHCC project is to develop 
allied health diagnoses, cost weights and the information systems to support this data 
(NAHCC 1995). The further development of the computerised prototype of clinical 
terms fits well within these future directions.
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Chapter 8
Recommendations for Further Investigation.
Whilst making these recommendations, it cannot be emphasised enough that 
terminology, reference standards and clinical coding are all part o f a dynamic process, 
that is constantly changing through processes of review and updates. This ensures 
that terms and standards do not become outdated and obsolete and keep pace with the 
changes in clinical practice and the healthcare system.
With this in mind, there is still much to do.
1. Australia is converting from ICD-9-CM to ICD-10 codes by July 1998. This 
means that that the clinical terms for dietetic diagnoses and interventions will need 
to be mapped to ICD-10.
2. Involvement in the Clinical groups of ACCC that are involved in the updating of 
ICD-9-CM codes, DRG classification and terminology, so that dietitians have an 
opportunity to enhance the recording and coding of dietetic practice. This is 
especially in regard to areas of clinical specialisation where codes are not detailed 
enough for nutrition and dietetics.
3. Training and education of dietitians in the use and relevance of the reference 
standard for dietetic diagnoses and interventions.
4. Further clinical research to determine the efficacy of the interventions defined in 
this project.
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5. Active involvement in NAHCC activities; particularly Stage 2 of the reference 
standard project. This projects guidelines form the backbone of the dietetic 
component of Stage 2 on reference standards for diagnosis for allied health.
6. National service weights for dietetics need to be developed from the classification 
of dietetic diagnoses and interventions. Once developed, they can be bundled with 
other allied health data to form accurate allied health service weights.
7. Further development in validating and defining terms and synonyms of dietetic 
diagnoses and interventions.
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APPENDIX I
Time line for casemix activities relevant to this project
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Commonwealth
Interventions N CC 
codes release 
to NCC codes
APPENDIX II
APPENDIX 1.
DAA/ UNIVERSITY OF WOLLONGONG 
CASEMIX PROJECT
PROJECT HOSPITALS DATA COLLECTION GUIDELINES.
As you may be aware, DAA/ University of Wollongong have jointly begun working 
on casemix issues that affect dietitians. A proposal was prepared in April 1993 which 
outlines DAA’s casemix directions and has been endorsed by the DAA board. This 
project addresses the areas that were idenified from the proposal. A copy of this 
proposal is available from the National Office ,Canberra.
This casemix projects initial step is to begin to standardise a data-base of dietetic 
diagnoses and interventions for Australian use. That is, standardising the terminology 
of why dietitians see a patient and standardising the terminology how dietitians treat 
patients.
A simple list of clinical diagnoses is inadequate to collect, as many patients may have 
multiple diagnoses or co-morbidities, or the same diagnosis may be described in 
different ways. For example, maturity onset diabetes and non insulin dependent 
diabetes may or may not be classified the same diagnosis in different hospitals. 
Descriptive terms, abbreviations and synonyms of the diagnoses and interventions 
will all be required to be collected.
The end result will be a list of preferred diagnostic terms and interventions, linked to 
synonym terms, commonly used abbreviations and ICD-9-CM coding system. These 
diagnostic terms will then be able to be coded as a routine part of clinical practice and 
we will have a consistent data set on a National level. This will then be used as a 
National Standard for DAA. It will also be compatable with other coding and 
classification systems used in Australia.
Please refer to the attached sheet for guidelines on data collection.
PROJECT HOSPITALS DATA COLLECTION GUIDELINES.
• Collect the data for three (3) months from commencement date. This length of 
time is necessary so we can also record the infrequent diagnoses that occur in a 
hospital such as Refsums syndrome.
• Use the attached sheet provided to record the diagnosis data, but if your department 
already has this information but in a different form or computerised , as long as the 
full descriptive term(s) are present, it does not need to be re-recorded on this sheet.
• Please be as specific as possible when recording information - the more detail the 
better ! If  in doubt, include it.
• Only diagnosis data is required to be collected. Patient numbers, time units, 
interventions are not being classified or defined and therefore there is no need to 
record this. Remember it is only dietetic / nutritional diagnoses that need to be 
standardised and defined, and these mayor may not be the same as the medical 
diagnosis. For example, if  a patient is admitted for a hip replacement and is also a 
non insulin dependent diabetic, you would only record the Type 2 diabetes 
mellitus as the dietetic diagnosis as dietitians do not treat the hip replacement.
• You do not need to re-record an identical diagnosis. For example if you have 
assessed numerous uncomplicated obese patients, you only need to record that 
diagnosis once, as I am not concerned about patient numbers at this stage. You 
probably will find that you record a lot of diagnoses in the first few weeks, but this 
workload will diminish markedly through out the three month period, as similar 
patients are admitted and assessed.
• There is no “right” or “wrong” diagnosis term. As this type of standardisation has 
never been attempted before, our aim is to get “user-friendly” terms. It is 
OPTIONAL for you to include the data entities, so only record what you feel is 
sufficient information.
• Only record In-patients / Out-patients. Rehabilitation and psychiatric patients do 
not need to be included.
• There are 7 basic entities in the database. Apart from the preferred term 
description, all other entities are optional. These are:
Preferred Term Description: A free text description of the diagnosis. That is the 
primary reason why you are seeing the patient. For example, a preferred term 
description might be cystic fibrosis or hypercholesterolaemia.
Abbreviation: A  specified abbreviation that you have linked to the description 
term. This abbreviation is used to identify the diagnosis. For example, NIDDM is 
commonly used to identify non insulin dependent diabetes.
Co-morbidities: Associated diagnoses that you are concurrently treating, but not 
the same priority as the primary diagnosis. Again for example, for a patient who 
has chronic renal failure and is also obese, the comorbidity of obesity is still treated 
during the patients hospital stay but not with as high as priority as treating chronic 
renal failure.
Diagnosis Code : Diagnoses that you have coded, or grouped together as a 
common code. For example, “Diabetes” may include all diabetic diagnoses This 
may be an in-house coding system that your nutrition department has already 
assigned to diagnoses.
ICD-9-CM  Code: The ICD-9-CM code associated with the diagnosis. If your 
department is already coding to ICD-9-CM codes, write down the code.
Synonym: Diagnosis identical or equivalent with another diagnosis which are used 
interchangeably. For example, raised cholesterol, high cholesterol are synonym 
terms for the diagnosis o f hyperlipidaemia.
Other: Factors that may distinguish the diagnosis from an otherwise similar 
diagnosis. This could be where resources or time may be different, such as with 
aboriginal, non English speaking, or paediatric patients For example write: 
Children <16 years, neonates, Adults >70 years on the sheet in order to identify 
these groups of patients.
• Send data weekly or fortnightly to:
Vicki Barrington,
26 Elphin Street 
Ivanhoe,
Victoria, 3079.
Tel: (03) 499-2649
(03) 496-5011
Thank you for your departments participation in this project and please contact me on 
the above numbers if  you have any queries.
In order for me to categorise the data you are collecting, please could you fill in the 
following and return with your first lot o f data collection
HOSPITAL NAME:
APPROX BED SIZE:
PUBLIC/PRIVATE HOSPITAL:
NUTRITION DEPARTMENT SIZE: 
e.g. No OF E.F.T DIETITIANS.
TYPE OF MAJOR AND /OR SPECIALITY UNITS: 
e.g. N.I.C.U, SURGICAL ,BURNS ETC.
DATE OF COMMENCEMENT IN CASEMIX PROJECT:
METHOD OF STATISTIC COLLECTION: 
e.g. manual / P.C. ,type o f programme used.
COLLECTION OF DIETETIC ACTIVITIES (INTERVENTIONS)
PROJECT HOSPITALS DATA COLLECTION GUIDELINES.
Classification o f dietetic interventions, that represent the range o f activities 
performed by dietitians is necessary data to be collected and coded in order to 
enhance effective management and outcome of patient care.
Like dietetic diagnoses, these activities need to be standardised so that we can 
compare similar attributes across centres nationally.
To my knowledge, at present there is both the National Allied Health Casemix 
Committee and the South Australian Allied Health Casemix committee developing 
and working on a generic structure for the classification of activities performed by 
Allied health professionals. It is important that at either State or Commonwealth 
level that as a Profession we have consistent data on what we as dietitians do, so 
as to fit into these generic structures on a consistent basis. It is therefore fairly 
timely that DAA starts capturing intervention data. The good news is ,is that this 
type of data is much , much easier to collect than the diagnosis data that you have 
all been collecting!! At a rough estimate I believe that there is no more than 50 
dietetic intervention codes.
At present the only data I am concerned about collecting, is patient specific 
activities. I am not collecting data on clinical support activities such as department 
administration or non UR attributable tasks. Hence the part of your work that I am 
interested in capturing and coding is the type of activity that can be reasonably 
attributed to an individual (or group) patient and can be recorded as part o f their 
clinical care for statistical and costing purposes.
I have attached a list of interventions that I have combined from 7 major teaching 
hospitals. What I am asking you to do, is as a department to go through the 
attached list and add, adjust, delete, or modify the list to however you feel that the 
list represents your patient intervention data. This list is not exhaustive; it is only 
examples of these activities that I have included under the sub-headings, so please 
include more examples as you think necessary. Alternatively if you already have 
this data, I would be pleased if  you could send me the data and I will then collate it 
and send the combined intervention data out for review.
I have also enclosed the draft documents o f patient activities from the above two 
organisations, so as to give you an idea of how dietetics needs to fit within an 
Allied health structure.
Could you please return this to me (with comments) by OCTOBER 30 TH. . 
Conversely , if  you think that this represents dietetic activities as is and requires no 
changes ,can you please return “With no further comments”. This will help me to 
ascertain the percentage of dietitians who are happy to use this terminology for 
dietetic interventions.
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PATIENT SPECIFIC ACTIVITIES
Patient specific activities definition
These are activities that relate to the direct provision of clinical patient care. That 
is, the activity can be attributable to a patient UR number.
This list o f examples is not exhaustive or all inclusive and there may be other 
activities that individual hospitals may add. However, these activities and the 
broad headings should be able to form a framework for standardisation of patient 
specific activities on a national level.
Patient Definition
A patient is a person for whom a hospital accepts responsibility for treatment and/ 
or care. There are two categories o f patients: admitted patients and non admitted 
patients. Boarders and unqualified new-boms are not patients.
A non admitted patient does not undergo hospitals formal admission process, there 
are three categories o f non admitted patients:
- Emergency department
- Outpatients
- Other
Source: National Health Data Dictionary 1993
• NUTRITION CONSULTATION
• This includes both the assessment and planning phase 
Type o f activity includes: Establish reason for referral
Medical history,Medications 
Previous Nutrition interventions
Clinical History: -  Diet history
— Weight history
— Anthropometric data
— Medical history data
— Biochemical data
— Social/ Cultural data
— Lifestyle / Activity data
Nutrition support:
— Enteral Feeding
— Gastrostomy/ Jej unostomy 
Feeding
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— Parenteral Feeding
~  Oral Nutritional Supplements
— Home Enteral Nutrition
-- Home Parenteral Nutrition
Com m unication:
— Contact with relatives/ Care 
providers E.g. Telephone work 
regarding a patient
-- Contact with Staff (both 
within and outside hospital
environment) regarding a 
particular patient
Development o f Nutrition Care plan 
Survellience o f eating performance 
Dietary Analysis
— Dietary analysis,involving 
nutrient analysis o f one or more 
days food intake
Documentation o f Assessment
• NUTRITION SCREENING
Includes: Collection o f information to assess nutrition risk pertaining to a
particular disease state
Identifying nutrition knowledge
Recommendations for further referral or intervention
• PROGRESS REVIEW
Includes: Follow up management - Monitoring
-Recalculation of measurements
- Reassessment if  condition or
diagnosis changes
- Goal re-setting
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Evaluation o f nutrition assessment
conferences
Communication with Staff/ Referrer/Team 
Ward Rounds/ Meetings:
—Time spent discussing a patient in
rounds/ meetings/ case
Documentation o f review
• EDUCATION
Includes: B rief dietary advice, providing supporting literature
Detailed education /Counselling
— Establish Nutrition goals
— Counsel client or carer
— Evaluate client understanding
Group Education
Preparation o f individualised education material
Responding to public (patient) enquiries
Indirect supply of information to patient, Family or other care 
providers
Documentation of education
• PATIENT SPECIFIC FOOD SERVICE/FLUIDS
Includes: Communicating a patients requirements to food service 
Assessment o f patients food preferences 
Assisting with patient menu selection 
Checking patient meals/ menus
patient
Prescribing or preparing special formula/ food for a particular
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• RESEARCH
Includes: Data collection or research in relation to the needs o f a specific
patient
• DISCHARGE PLANNING
Includes: Establishment o f follow up arrangements
Liaison with agencies, families, etc.
Case conferences 
Arranging patient supplies 
Documentation of discharge plan
W K S H E E T .X L S
—
DIAGNOSIS DATA WORKSHEET HOSPITAL:
Preferred Diagnosis description
Co-morbidity
Co-morbidity
Co-morbidity
Abbreviation
Diagnosis code
ICD-9- CM code(s)
Synonym description
Other
Preferred Diagnosis description
Co-morbidity
Co-morbidity
Co-morbidity
Abbreviation
Diagnosis code
ICD-9- CM code(s)
Synonym description
Other
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APPENDIX III
Appendix IQ.
List of participating Hospitals.
Australian Capital Territory 
Woden Valley Hospital
New South Wales
Central Coast Area Health Service
Concord Hospital
Illawarra Regional Hospital
John Hunter Hospital
Prince Henrys Hospital
Prince o f Wales Hospital
St George’s Hospital
St Vincent’s Private Hospital
St Vincent’s Hospital
Sydney Adventist Hospital
Royal Prince Alfred Hospital
Northern Territory 
Alice Springs Hospital
Queensland
Cairns Base Hospital 
Mt. Isa Hospital 
Princess Alexandra Hospital 
Royal Childrens Hospital 
Townsville General Hospital
South Australia 
Flinders Medical Centre 
Queen Elizabeth Hospital 
Riverland Regional Hospital 
Royal Adelaide Hospital
Tasmania
Royal Hobart Hospital
Victoria
Austin Hospital
Box Hill hospital
Cabrini Hospital
Epworth Hospital
Fairfield Hospital
Geelong Hospital
Goulbum Valley Base Hospital.
Heidelberg Repatriation General Hospital 
Peter McCallum Cancer Institute 
Royal Childrens Hospital 
Royal Melbourne Hospital 
Royal Womens Hospital 
Western Hospital
Western Australia 
King Edward Hospital 
Princess Margaret Hospital 
Royal Perth Hospital 
Sir Charles Gardiner Hospital
APPENDIX IV
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CONDENSED VERSION OF THE INTERNATIONAL CLASSIFICATION OF 
DISEASES, 9TH REVISION, CLINICAL MODIFICATION (ICD-9-CM) FOR USE
BY DIETITIANS.
The official coding system in Australia for acute inpatients is based on the ICD-9-CM system. 
The codes listed in this manual represent a small fraction of the 10,000 diagnosis and procedure 
codes provided by ICD-9-CM.
The diagnoses and interventions classified are those collected from the DAA/ University of 
Wollongong Casemix project during 1994.
The aim of this manual is to assist dietitians in finding ICD-9-CM codes for dietetic diagnoses and 
interventions .It provides a selective fraction for codes for medical conditions that are most 
relevant to diagnoses and care in dietetics.
The list is neither exhaustive or mutually exclusive and those dietitians interested in recording 
greater specifity should refer to the complete listing of ICD-9-CM codes.
What is provided in this manual is a sequential list of diagnoses and intervention codes. It is hoped 
that this will encourage greater consistency and standardisation of dietetic practice with in our 
profession.
The manual has two distinct sections:
Section (1) A list of diagnoses coded to ICD-9-CM.
Included in this section are:
♦ ICD-9-CM diagnosis codes that are relevant to dietetic practice, this may be 
because we are directly treating the diagnosis such as the case with Diabetes or that we 
are treating the symptoms of the disease such as with lung cancer.
♦ ICD-9-CM procedure codes that dietitians may treat as a diagnosis, such as renal
2
dialysis or intubation.
♦ Dietetic diagnosis that can not be coded to ICD-9-CM because the level o f speciality is 
too great. Many o f the inborn errors o f metabolism fit within this category.
The dietetic terms are presented in both alphabetical and numerical sequence.
Alphabetical Sequence
In this section the diagnoses codes are listed alphabetically. Both the preferred terms and synonym 
terms are cross referenced to the ICD-9-CM codes. This section should be matched to the 
numerical sequence in order to check the preferred or synoym terms.
Numerical Sequence
In this section the diagnoses codes are listed numerically. The codes are cross referenced in the 
first instance to the preferrred term, which has been set to correspond with the ICD-9-CM 
terminology. The synoym term and abbreviations are also linked to the ICD-9-CM coode and the 
preferred term. Dietitians should where possible use the preferred term to describe a dietetic 
diagnoses rather than the synonym term.
The numerical sequence of dietetic terms lists diagnoses as a "preferred term". This is the 
terminolgy that most dietitians used to describe the patients diagnosis. The preferred term is also 
listed with abbreviations for that term as well as any synonyms for the preferred term. For 
example, Type 1 diabetes is listed as the preferred term, and insulin dependent diabetes as a 
synonym term and IDDM as an abbreviation.
Section (2) A list of dietetic interventions.
There is no scope in the current ICD-9-CM system to classify dietetic interventions . At present 
there is only one code "Dietary surveillance and counselling " in the classifications system, 
classified as a supplementary or a "V" code. For most dietitians this V code is outdated 
terminology and would rarely be recorded in the clinical notes that way by a practising dietitian. 
As a consequence of this, dietetic practice is hardly ever coded by Medical record administrators 
for DRG ( diagnosis related groups)purposes.
DAA is working with the National Allied Health Casemix Committee to improve this for the
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ICD-10 procedure classification system which Australia will adopt in 1997/8. This DAA project 
has provided the data for DAA to have a determined standardised set of interventions ready for 
classification by the National Coding Centre. This list provides the standardised and endorsed 
terminology and description of dietetic interventions. The National Coding Centre have responded 
by providing a suggested coding group of 92.9 for dietetic interventions.
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How Dietitians can use this manual.
Dietitians can use the diagnosis codes to record their nutritional diagnosis for a patient. That is, 
the recording o f diagnostic information necessary in order to treat a patient. This data can be 
used manually or entered into computer databases. This will then achieve standardised diagnoses 
data that can be used at department level or compared across hospital sites in a meaningful way. 
The nutritional diagnosis and intervention o f a patient should also be documented in this 
standardised way in the medical history. This will then enable medical record coders to easily 
capture dietetic services o f a patient in a format that is used nationally (i.e ICD-9/ ICD-10)
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Section One.
List of ICD-9-CM Diagnoses relevant to dietetics.
Alphabetical List of ICD-9-CM codes
Index
TERM ICD CODE TERM ICD CODE
A
Abdominal acute aneurysm 441.4 Anaemia 285.9
Abdominal aneurysm 441.4 Angina 413.9
Abdominal distension 787.3 Ankylosis 718.50
Abdominal Fistula 569.8 Anorexia 783.0
Abdominal injury 869.0 Anorexia nervosa 307.1
Abdominal pain 789.0 Aortic arch repair 39.3
Abdominal trauma 869.0 Aortic incompetence 424.1
Abnormal glucose tolerance 790.2 Aortic stenosis 424.1
Abnormal weight gain 783.1 Aortic Valve disease 424.1
Abscess, Perianal 566.0 Aortic Valve incompetence 424.1
Absent aortic valve 746.89 Aortic Valve replacement 35.2
Accelerated ketoacidosis 250.11 Aortic valve stenosis 424.1
Acoustic Neuroma 225.1 Aphagia 783.0
Acute brain syndrome 310.9 Ascites, Liver 789.5
Acute cholecystitis 575.0 Aspiration of food/fluids 933.1
Acute Gastroenteritis 558.9 Aspiration pneumonia 933.1
Acute Liver disease 570.0 Asthma 493.9
Acute Liver Failure 570.0 Astrocytoma 191.9
Acute lymphoblastic leukaemia 204.0 Atrial fibrillation 427.31
Acute lymphocytic leukaemia 204.0 Atrial septal defect 745.5
Acute lymphoma 202.8 Atypical mycobacterial infections 031.9
Acute myeloblastic leukaemia 205.0 Autism 299.0
Acute myeloid leukaemia 205.0 Auto immune deficiency syndrome 042
Acute myocardial infarction 410.9 Autologous bone marrow rescue
Acute Nephritis 580.9 Autologous bone marrow transplant 41.01
Acute pancreatitis 577.0 B
Acute partum haemorrhage 641.9 B12 Anaemia 281.1
Acute Pharyngitis 462.0 Bernuths disease 286.0
Acute renal disease 580.9 Bilateral hydronephrosis 591.0
Acute renal failure 584.9 Bilateral renal vein thrombosis 453.3
Acute respiratory distress syndrome 518.5 Biliary atresia 751.61
Acute Respiratory failure 799.1 Biliary disease 576.9
Addisons disease 255.4 Bimaxillary osteotomy 76.65
Adolescent pregnancy V23.9 Binge eating disorder
Adrenal mass 234.0 Bone graft to alveolar 39.58
idrenoleuko dystrophy 783.9 Bone marrow rescue
idreovirus Enteritis 008.3 Bone Marrow transplant 41.0
JDS 042 Bone marrow transplant rejection 996.85
Jcoholic pancreatitis 577.0 Bone secondaries 198.5
Jcohol abuse 303.9 Boney metastases 198.5
Jcohol induced cardiomyopathy 425.5 Bowel adhesions 568.0
Jcohol induced hypoglycaemia Bowel disease 569.9
Icoholic Encephalopathy 291.2 Bowel fistula 569.8
Icoholic Fatty liver 571.0 Bowel obstruction 560.9
Icoholic Liver cirrhosis 571.2 Bowel resection 45.79
Icoholic Liver Disease 571.3 Brain aneurysm 437.3
Icoholic Neuropathy 357.5 Brain haematoma 853.0
toholism 303.9 Brain haemorrhage 853.0
tergy, unspecified 995.3 Brain haemorrhage 432.9
logenic bone marrow transplant 41.03 Brain injury 854.0
stroems syndrome 758.5 Brain metastases 198.3
tered bowel function 564.9 Brain stem glioma 191.7
tered Calcium metabolism 275.4 Brain tumour 239.6
veolar bone graft 39.58 Brittle diabetes 250.9
nputation 84.91 Brochiolitis 466.1
nputee 84.91 Bronchietasis 490.0
nyloidosis 277.3 Broncho pulmonary disease 519.1
onchopneumonia 485.0 Cancer 199.1
'Ibar palsy 335.22 Cancer cachexia 199.1
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Bulimia 783.6 Cancer chemotherapy V58.1
Bulimia nervosa 307.51 Cancer of Abdomen 195.2
Burkitts lymphoma 200.2 Cancer of anus 154.3
Burns 949.0 Cancer of Bladder 188.9
Bums to abdomen 942.03 Cancer of Breast 174.9
Bums to face 941.00 Cancer of Colon 153.9
Burns-Full leg 945.40 Cancer of Endometrium 182.0
10-19% Bums 948.1 Cancer of epiglottis 161.1
1st degree Burns 949.1 Cancer of floor of mouth 144.9
20-29% Burns 948.2 Cancer of gallbladder 156.0
2nd Degree Burns 949.2 Cancer of head & Neck 239.8
30-39% Burns 948.3 Cancer of kidney 189.0
3rd degree burns 949.3 Cancer of Larynx 161.9
40-49% burns 948.4 Cancer of lip 140.9
50-59%s burns 948.5 Cancer of liver 155.2
60-69% Bums 948.6 Cancer of lung 162.9
70-79% Burns 948.7 Cancer of mandible 170.1
C Cancer of Maxill sinus 160.2
Ca Abdomen 195.2 Cancer of Mouth 145.9
Ca anus, Ca Anal canal 154.3 Cancer of oesophagus 150.9
Ca Bladder, Bladder cancer 188.9 Cancer of Orbit 190.1
Ca Breast,Breast cancer 174.9 Cancer of Oropharynx 146.9
Ca Colon,Bowel cancer 153.9 Cancer of ovary 183.1
Ca Endometrium 182.0 Cancer of pancreas 157.9
Ca Epiglottis 161.1 Cancer of parotid 142.0
Ca floor of mouth,Ca mouth 144.9 Cancer of pharynx 149.0
Ca Gallbladder 156.0 Cancer of prostate 185.0
Ca Head and neck 239.8 Cancer of pyriform fossa 148.1
Ca Kidney,Kidney cancer 189.0 Cancer of rectum 154.0
Ca Larynx 161.9 Cancer of small intestine 152.9
Ca lip 140.9 Cancer of stomach 151.9
Ca liver,Liver cancer 155.2 Cancer of Testes 186.9
Ca lung,lung cancer 162.9 Cancer of throat 149.0
Ca mouth 145.9 Cancer of thyroid 193.0
Ca oesophagus,oesophageal cancer 150.9 Cancer of tongue 141.9
Ca ovaries,ovarian cancer 183.1 Cancer of tonsil 141.6
Ca pancreas,pancreatic cancer 157.9 Cancer of ureter 189.2
Ca parotid 142.0 Cancer of Uterus 179.0
Ca Pharynx 149.0 Cancer of vagina 184.0
Ca prostate 185.0 Cancer of vallecula (epiglottis) 146.3
Ca rectum 154.0 Candidal pharyngitis 462.0
Ca small intestine 152.9 Candidiasis 112.9
Ca stomach,Stomach cancer,Gastric cancer,G 151.9 Candidiasis ulcers 112.9
Ca Testes,Testical cancer 186.9 Carbon monoxide poisoning 986.0
Ca throat,Throat cancer 149.0 Cardiac arrest 427.5
Ca thyroid,Thyroid cancer 193.0 Cardiac Disease 429.2
Ca tongue,Tongue cancer 141.9 Cardiac failure 428.9
ca tonsil 141.6 Cardiac failure 428.9
a ureter 189.2 Cardiac operation 37.99
a vagina,Vaginal cancer 184.0 Cardiac surgery 37.99
achexia 799.4 Cardiac transplant V42.1
achexia, cancer 199.1 Cardiomyopathy 425.4
achexia,old age /senile 797.0 Cardiovascular accident 429.2
aecostomy 46.10 Cardiovascular disease 429.2
aesarian haemorrhage 674.3 Catatonic 295.2
alcium deficiency in pregnancy ' 648.9 Central hypoventilation 186.09
alcium deficiency 269.3 Cerebral palsy 343.9
arebellar metastases 198.3 Congenital malformation 759.9
arebolulitis Congenital microcephaly 742.1
irebral anuerysm 437.3 Congenital pancytopenia 284.0
srebral haemorrage 437.3 Congestive cardiac failure 428.0
¡rebral palsy 343.9 Constipation 564.0
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Cerebro vascular accident 436.0 Continuous Ambulatory Peritoneal dialysis 54.98
Chemical abuse 304.9 Coronary Artery Bypass graft Surgery 36.10
Chemical dependency 304.6 Coronary angioplasty 36.09
Chemotherapy V58.1 Coronary artery bypass grafts 36.10
Chest infection 519.8 Coronary artery disease 414.0
Chest injuries 862.8 Coronary artery heart disease 414.0
Cholecystectomy 51.22 Coronary heart disease 414.9
Cholecystitis 575.1 Cow's Milk allergy 692.5
Cholelithiasis 574.2 Cows milk intolerance 579.8
Cholera 001.9 Cows milk protein intolerance 579.8
Chronic airway limitation 519.9 Cranio-facial surgery 76.99
Chronic airway obstruction 496.0 Craniopharyngioma 237.0
Chronic bowel irritation 536.9 Crohn's Disease 555.9
Chronic diarrhoea 558.9 Crohns colitis 555.9
Chronic fatigue syndrome 780.7 Cryptococcol meningitis 321.0
Chronic hepatitis 571.4 Cryptogenic fibrosing alveolitis 516.3
Chronic leg ulcers 707.1 Cryptosporidium 007.2
Chronic liver disease 571.9 Cushings disease 255.0
Chronic Liver failure 572.8 Cyanosis 782.5
Chronic lung disease 496.0 Cyanotic episode 782.5
Chronic myelocytic leukemia 205.1 Cyclomegalovirus 078.5
Chronic myeloid leukaemia 205.1 Cystectomy,total 57.79
Chronic neutropenia 288.1 Cystic fibrosis 277.0
Chronic obstructive airways disease 496.0 Cystic hygroma of neck,pharynx,larynx
Chronic pancreatitis 577.1 D
Chronic renal failure 
Chyle fistula
585.0 Decreased nutrient intake 
Decreased nutrient utilization
Chyle leakage Deep burns 949.4
Chylethorax 457.8 Deep vein thrombosis 453.0
Cirrhosis 571.5 Degenerative dysphagia 787.3
Cirrhosis of the liver 571.5 Dehydration 276.5
Cirrhosis,alcoholic 571.2 Delayed gastric emptying 536.9
Cleft lip & palate 749.2 Dementia 289.9
Cleft lip & palate repair 27.54 Dental wiring 93.55
Closed fractured jaw 502.2 Depression 311.0
Closed head injury 854.0 Deranged electrolytes 276.9
Clostridium difficulie colitis Developmental delay 783.4
Coarctation of the aorta 747.1 Di george syndrome 279.11
Coeliac disease 579.0 Diabetes 250.0
Coffin lowry syndrome 758.5 Diabetes for stabilization 250.9
Colectomy,total 45.8 Diabetes Insipidus 253.5
Colitis 558.9 Diabetes with complications 250.9
Colonic fistula 569.8 Diabetes with renal manifestations 250.4
Colostomy 46.10 Diabetes,Steroid induced 251.8
'oma 780.0 Diabetes:Type 1 250.01
Combined chemotherapy/Radiotherapy Diabetes:Type 2 250.00
Combined dyslipdaemia 272.4 Diabetic complications 250.9
Combined hyperlipidaemia 272.4 Diabetic abscess 250.7
/Ompromised nutritional status Diabetic coma 250.31
impulsive eating disorder 307.51 Diabetic induced renal disease 250.4
Compulsive obsessive disorder 300.3 Diabetic ketoacidosis 250.11
Compulsive overeating 307.51 Diabetic Nephropathy 250.4
Congenital cystic lung 748.4 Dialysis V56.0
Congenital Gastroschisis 756.7 Diarrhoea 558.9
congenital heart disease 746.2 Dietary Inadequacy 269.9
'ifficulty swallowing 787.3 Feeding difficulties ' 783.3
islocation, unspecified 839.8 Feeding problems 783.3
¡storied body image Fever 780.6
¡vehicular disease 562.10 Fistula,Abdominal 569.8
iverticulitis 562.11 Fistula, Bowel 569.8
ouble lung transplant 33.5 Fistula,intestinal 569.81
owns syndrome 758.0 Fistula, Perianal 565.1
rug abuse 304.9 Fistula, Pharyngeoesophageal 
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Drug dependence in pregnancy 648.3 Fluid overload 276.6
Drug related malabsorption 579.8 Fluid retention 276.6
Drug related nausea/vomiting Focal glomerulosclerosis 582.1
Dumping syndrome 564.2 Folate Deficiency 281.2
Duodenal ulcer 532.9 Folate deficiency 281.2
Duodenal ulceration 532.9 Food allergy 579.8
Dyslipidaemia Food intolerance 579.8
Dyslipidaemia, 272.4 Food refusal in infant 307.6
Dysphagia 787.3 Food sensitivities 579.8
Dysphagia to solids 783.3 Fractured jaw 502.2
Dystrophy 783.9 Fractured mandible 802.20
E Fractured skull 803.0
Eating disorders 307.5 Fundoplication 44.66
Eclampsia assoc pregnancy 642.6 G
Eczema 692.9 Galactosaemia 560.9
Eczema.lnfected atopic 691.8 Gall bladder disease 575.9
Ehlers-Donlos Syndrome 756.83 Gallstones 574.2
Electrolyte imbalance 276.9 Gangrene 785.4
Elevated blood sugar level 270.7 Gastric partitioning 44.69
Elevated cholesterol 272.0 Gastrectomy 97.02
Elevated lipids 272.4 Gastrectomy, Radical 43.99
Emphsyema 492.8 Gastrectomy, partial 43.89
Encephalitis 323.9 Gastrectomy,total 43.99
Encephalomyelitis 323.9 Gastric banding 44.69
Encephalopathy,alcoholic 291.2 Gastric bypass 44.39
End stage cardiomyopathy 425.4 Gastric Obstruction 537.0
End stage emphysema 492.8 Gastric reflux 530.81
End stage renal failure 585.0 Gastric stapling 44.69
Endarterectomy 38.10 Gastric stenosis 537.6
Endocarditis 424.9 Gastric Ulcer 531.9
Enterocutaeneou fistula 569.81 Gastritis 535.5
Epidermous Bullosa 757.39 Gastro-oesphageal reflux 530.1
Epiglotitis 464.30 Gastroenteritis 558.9
Epilepsy 345.9 Gastrointestinal bleed 578.9
Epstein Barr virus 075 Gastrointestinal irritation 536.9
Ewings sarcoma 170.9 Gastrointestinal Obstruction 560.9
Excessive weight gain 783.1 Gastroparesis 536.8
Excessive weight gain in pregnancy 646.1 Gastroschisis 756.7
F Gastrostomy 43.19
:acial fractures 802.8 Geriatric "dyscopia" V62.89
acial injuries 959.0 Gestational diabetes 648.8
acial surgery 27.99 Gestational diabetes Mellitus 648.8
acial trauma 959.0 GIT surgery 46.99
ailure to gain weight 783.4 Glaucoma 365.9
ailure to thrive 783.4 Glioblastoma 191.9
anconi anaemia 284.0 Glioblastoma multiforma 191.9
ascitis 729.4 Glomerulonephritis 583.9
at Intolerance 579.8 Glossectomy,partial 25.2
itty liver.alcoholic 571.0 Glossectomy,total 25.3
sbrile convulsions 780.3 Glucose intolerance 790.2
ceding difficulties,Elderly and infant 783.3 Gluten enteropathy 579.0
luten intolerance 579.0 HIV Nutritional deficiencies 043.3
luten sensitivity 579.0 HIV with loss of weight 043.3
lycogen storage disease 271.0 HIV with Pneumocytis carini pneumonia 042.1
ycogen storage disease type III 271.0 Hodgkins disease 201.9
3itre, Multinodular 241.1 Human immunodefeciency syndrome 044.9
)ut 274.9 Huntingtons disease 333.4
'and mal seizure 345.3 Hyaline membrane disease 769.0
owth failure 783.4 Hydronephrosis 591.0
owth retardation 783.4 Hypercaleamia 275.4
owth retardation due to malnutrition 263.2 Hypercholesterolaemia 272.0
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Guillan barre Syndrome 357.0 Hyperemesis 643.1
H Hyperemesis gravidarium 643.1
Haemachromatosis 275.0 Hyperglycaemia 270.7
Haematemesis 578.0 Hyperinsulinism 251.1
Haemodialysis 39.95 Hyperkalaemia 276.7
Haemorrhoids 455.6 Hyperlipidaemia 272.4
Haemorridectomy 49.5 Hyperlipidaemia Type V 272.3
Hansens disease 030.9 Hypermetabolism 794.7
Head injury 854.0 Hyperosmolality 276.0
Heart transplant V42.1 Hyperosmolar coma 276.0
Heart failure 428.9 Hyperoxaluria 271.8
Heart transplant rejection 996.83 Hyperphosphataemia 275.3
Heart/Lung transplant 33.6 Hypertension 401.9
Heartburn 787.1 Hyperthyroidism 242.9
Hemicolectomy 45.8 Hypertriglyceridaemia 272.1
Hemiglossectomy 25.2 Hyperuricaemia 790.6
Hemilaryngectomy 30.1 Hypoalbuminaemia 273.8
Hepatic Cirrhosis 571.5 Hypoglycaemia 251.2
Hepatic disorder 573.9 Hypokalaemia 276.8
Hepatic encephalopathy 572.2 Hyponatraemia 276.1
Hepatitis 573.3 Hypoproteinaemia 273.8
Hepatitis A 70.1 Hypothermia 780.9
Hepatitis B 70.3 Hypothyroidism 244.9
Hepatitis C 70.51 Hypoventilation ' 186.09
Hepatoblastoma 155.0 Hypoxic brain damage 348.1
Hepatojejunostomy 50.69 I
Hepatomegaly 789.1 Idiopathic Cardiomyopathy 425.4
Herpes simplex Encephalitis 54.3 Ideopathic thrombocytopenia purpura 287.3
Herpes simplex ulcers 54.8 Ileal conduit formation 56.51
Hiatus hernia 553.3 Ileostomy 46.20
High Blood pressure 401.9 Ileus 560.1
High cholesterol 272.0 Impaired glucose tolerance 790.2
High gastric reduction 44.39 Inability to swallowfood 783.3
High risk pregnancy V23.9 Inadequate weight gain
High serum phosphate 275.3 Inborn errors of metabolism 277.9
High Triglycerides 272.1 Inborn metabolic errors 277.9
Hirschsprungs disease 751.3 Incomplete quadriplegia 344.0
HIV 044.9 Infantile quadriplegia 343.2
HIV associated cachexia 043.3 Infected eczema 691.8
HIV associated tuberculosis 042.1 Infection 136.9
HIV candidiasis 042.1 Infective endocarditis 421.0
HIV Category 1 044.9 Infertility,female 628.9
HIV Category II. 079.53 Inflammatory bowel disease 564.9
HIV Category III 044.9 Insufficient nutrition 269.9
HIV Cryptosporidosis 042 Insulin dependent diabetes 250.01
IIV encephalopathy 043.1 Intellectually disabled 319.0
HV Herpes Simplex 042.1 Intermittent peritoneal dialysis 54.98
IIV immunosuppression 
IIV Karposis sarcoma 042.2
Internal injuries 862.8
itestinal fistula 569.81 Liver failure 573.9
itestinal obstruction 560.9 Liver metastases 572.8
itestinal stricture 560.9 Liver transplant 50.59
tolerance to fat 579.8 Liver transplant rejection 996.82
tra Uterine Growth Retardation 764.9 Long chain Acyl Co A Deficiency
tra-cerebral haematoma 853.0 Loose bowel actions 558.9
tracranial aneurysm 437.3 Loss of appetite, Poor appetite 783.0
tracranial haemorrhage 432.9 Loss of weight 783.2
traventricular bleed 431.0 Loss of weight due to malnutrition 261.0
traventricular haemorrhage 431.0 Low albumin 273.8
tubated 96.0 Low birth weight infant 764.0
•n deficiency in pregnancy 648.2 Low potassium 276.8
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Iron deficiency a n aem ia  
Irritable bowel d ise a se  
Irritable bowel syn d ro m e  
Ischaemic bowel 
Ischaemic ca rd iom yopa thy  
Ischaemic heart d ise a se  
J
Jaundice
Jaw wiring-obese 
Jejunal angiodysplasia 
Jejunostomy 
Juvenile onset diabetes 
K
Karposys Sarcoma 
Karposys sarcoma ulcers 
Ketoacidosis 
Ketosis
Kidney disease 
Kidney failure 
Kidney impairment 
Kidney stones 
Kidney transplant 
Kidney transplant failure 
Kidney transplant rejection 
Klinefelters syndrome 
Korsakoffs psychosis 
Kwashiorkor
L
Lactase deficiency 
Lactation
.actation Disorders 
.actose Intolerance
-actose, Fructose,Sorbitol intolerance
.arge bowel obstruction
.arge cell lymphoma
.aryngeal spasms
.aryngectomy
.aryngectomy,total
.aryngopharyngectomy
eft ventricular failure
eprosy
ess than 10% Burns 
eukaemia 
ight-for-dates 
iver ascites 
iver cirrhosis 
iver disease
letastatic pancreatic cancer 
etastatic SCC face 
ethyl malonic aciduria 
icrocephaly 
icrotia
ild protein calorie malnutrition 
ilk allergy
itral Valve disease
tral Valve replacement
^derate protein calorie malnutrition
>nosaccharide intolerance
Mosodium glutamate sensitivity
>rbid obesity
>tor neurone disease
Index
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280.9 Low Sodium
564.1 Low Total protein
564.1 Lumbar laminectomy
557.9 Lung sepsis
414.8 Lung transplant
414.9 Lupus 
LVF failure
782.4 Lymphoblastic lymphoma 
Lymphoma
537.82 M
46.4 MAC
250.01 Macrocytic anaemia,Nutritional 281.2
Malabsorption 579.9
176.0 Malaria 084.6
Malignant bone cancer 170.9
250.11 Malignant malnutrition 260.0
250.11 Malnutrition 263.9
593.9 Malnutrition following Gl surgery 579.3
586.0 Malnutrition risk, Risk of poor nutrition
593.9 Mandibilar tumour 170.1
592.0 Mandibular osteotomies
V42.0 Maple syrup urine disease 270.3
996.8 Marasmus 261.0
996.81 Maternal drug use in pregnancy 648.3
758.7 Maternal Iron deficiency 648.2
291.1 Maternal obesity 646.1
260.0 Maturity onset diabetes 
Maturity onset diabetes of youth
250.00
271.3 Measles 055.9
V24.1 Medium chain acyl CoA dehydrogenase deficiency
676.0 Megoblastic anaemia 281.9
271.3 Melanoma 172.9
271.2 Melena 578.1
560.9 Menningococcal meningitis 036.0
200.0 Mental retardation,unspecified 319.0
478.75 Mesothelioma 162.9
30.3 Metabolic disease 277.9
30.3 Metabolic disorders 277.9
30.4 Métastasés, Metastatic disease, Cancer Seconc 199.1
428.1 Metastatic colon cancer 197.50
030.9 Metastatic prostrate cancer 198.82
948.0 Metastatic stomach cancer 197.8
208.9 Metastatic breast cancer 198.81
764.0 Metastatic cancer 199.1
789.5 Metastatic Gastric cancer 197.8
571.5 Metastatic melanoma 172.9
573.9 Metastatic Merkel Cell carcinoma
197.8 Non Hodgkin's lymphoma 202.8
198.2 Non insulin dependent diabetes 250.00
Noonans syndrome 759.89
742.1 Normal nutrition in pregnancy 648.8
744.23 Nutrition depletion 269.9
263.1 Nutritional Adequacy
692.5 Nutritional anaemias 281
394.9 Nutritional deficiencies 269.9
35.24 Nutritional Inadequacy 269.9
263.0 Nutritional risk
0
Obese 278.0
278.0 Obesity 278.0
340.0 Obesity of pregnancy 646.1
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276.1
273.8 
03.09 
518.89
33.5
710.0
428.1
200.1
202.8
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Mouth dryness 529.9 Obstructive Jaundice 576.8
Mouth ulcers 528.9 Oedema 782.3
Mucopolysaccariduria Oedematous glottis 478.6
Mucosal haematoma Oesophageal dysmotility
Mucositis 528.0 Oesophageal fundoplication 44.6
Multi organ failure Oesophageal obstruction 530.3
Multi trauma 957.8 Oesophageal pouch 530.6
Multinodular goitre 241.1 Oesophageal reconstruction 42.9
Multiple face lacerations Oesophageal reflux 530.1
Multiple fractures 809.1 Oesophageal repair 42.9
Multiple injury, 957.8 Oesophageal stricture 530.3
Multiple myeloma 203.0 Oesophageal ulcers 530.2
Multiple pregnancy 651.0 Oesophageal varices 530.2
Multiple sclerosis 344.0 Oesophagectomy 42.4
Multiple trauma 957.8 Oesophagitis 530.1
Muscle wasting 728.2 Oesphageal narrowing 530.3
Muscular dystrophy 359.1 Oesphago-gastrectomy 43.99
Multiple fractures 957.8 Oesphagoenteric anastomosis 42.54
Myasthemia gravis 358.0 Old age cachexia 797.0
Myelitis 323.9 Optimal nutritional status
Myeloblastic leukaemia 205.0 Oral candidiasis 112.0
Myelodysplasia of Spinal cord 742.59 Oral herpes simplex 054.2
Myelodysplastic syndrome 238.7 Oral problems 959.0
Myeloma 203.8 Oral surgery 27.99
Myocardial infarction 410.9 Oral thrush 112.0
Myositis 729.1 Oropharyngeal cancer,Ca oropharynx 146.9
N Orthopeadic injuries 959.6
\lausea 787.0 Osteoporosis 733.00
Nausea & vomiting in pregnancy 643.9 Osteosarcoma 197.5
'lausea/Vomiting 787.0 Osteotomy 77.30
'Jecrolysis, toxic epiderma 695.1 Overweight 783.1
Jecrotising enterocolitis 557.0 P
leonatal hepatitis 774.4 Palliative care
lephrectomy 55.51 Panceatectomy 52.53
lephrectomy, partial 55.4 Pancreatic Cyst 577.2
lephritis 583.9 Pancreatic disease 577.9
lephropathy 583.9 Pancreatic insufficiency 577.8
lephrotic syndrome 581.9 Pancreatic steatorrhea 579.0
leuralgia 729.2 Pancreatitis 577.0
leuroblastoma 194.0 Pancreatoduodectomy 52.6
eurological disease 349.9 Paralysis 344.9
euromuscular disease 358.9 Paraplegia 344.1
europathy 355.9 Paraspinal abcess 324.1
europathy,alcoholic 357.5 Parkinson's disease 335.2
eutropenia 288.1 Partial glossectomy 25.2
atent ductus arteriosis 747.0 Pregnancy,pre existing diabetes 678.0
alizaeus Merzbacher Periventricular leukomalacia Premature infant 765.1
aptic ulcer 533.9 Preterm infant,Very low body weight infant 765.1
arcutaneous endoscopic gastrostomy 43.11 Prevention of malnutrition
arforated bowel 569.8 Prevention of side effects chemotherapy
irforated colon 569.8 Prevention of side effects of radiotherapy
arforated duodenal ulcer 532.5 Previous Heart transplant V43.2
srforated oesophagus 530.2 Primary biliary Cirrhosis 571.6
¡rforated ulcer 533.5 Protein energy malnutrition 263.9
irianal abscess 566.0 Protein energy malnutrition,mild 263.1
'rianal fistula 565.1 Protein energy malnutrition,moderate 263.0
heard itis 423.9 Protein energy malnutrtition,severe 262.0
hpheral neuropathy 356.9 Protein intolerance(familial) 270.7
ripheral oedema 782.3 Protein losing enteropathy 579.8
hpheral vascular disease 433.9 Protein malnutrition 260.0
htoneal dialysis 54.98 Protein/calorie malnutrition 263.9
Page 7
Index
t e r m ICD CODE TERM ICD CODE
Peritonitis 567.9 Proteinuria 791.0
Pharyngeoesophageal fistula 478.29 Pseudo bowel obstruction
Pharyngo-oesphageal dysfunction Psoriasis 696.1
Pharyngolaryngectomy,total 30.3 Psychiatric disorder 300.9
pharyngoplasty 29.4 Pulmonary atresia 747.3
Phenylketonuria 270.1 Pulmonary embolus 415.1
Pityriasis Rubra Pilarsis 696.4 Pulmonary oedema 428.1
Plastic surgery V50.8 Pulmonary stenosis 747.3
Pleural effusion 511.9 Pulmonary Vascular disease 416.0
Pleurisy 511.0 Purpura.ldeopathic thrombocytopenia 287.3
3neumocytis Carini Pneumonia Pyelonephritis 590.80
3neumonia 486.0 Pyloric stenosis 747.3
3neumothorax 512.8 Q
3olio 045.9 Quadriplegia 344.0
’oliomyelitis 045.9 R
’olyneuropathy 356.9 Radiation colitis
»olyposis.familial 211.3 Radiation enteritis
>oor appetite 783.0 Radiation laryngitis
>oor dentition 521.9 Radiation mucositis/Dysphagia
'oor nutrition 269.9 Radiation oesphagitis
'oor nutritional intake Radical gastrectomy 43.99
oor nutritional status Radical neck disection 40.40
oor oral intake Radical pancreaticoduodenectomy 52.7
oor weight gain in pregnancy 646.8 Radiotherapy to Head/neck
oor wound healing 958.3 Radiotherapy V58.0
orphyria 277.1 Radiotherapy to pelvis
ost Heart transplant V43.2 Radiotherapy,adverse effect of 990.0
Dst heart valve replacement V43.3 Raised blood cholesterol 272.0
ost liver transplant V43.8 Raised blood lipids 272.4
ost operative status V45.89 Rectal mucosa prolapse 569.1
ost renal transplant V42.0 Recto vaginal fistula 619.1
ost Surgery V45.89 Recto-vaginal repair 70.52
ader willi syndrome 759.81 Reflux oesophagitis 530.1
egnancy V22.2 Reflux,oesphageal 530.1
egnancy induced hypertension 642.9 Refsums syndrome 356.3
egnancy, Calcium deficiency 648.9 Renal cachexia 593.9
egnancy, Eclampsia in 642.6 Renal calculi 592.0
egnancy, excessive weight gain in 646.1 Renal Dialysis V56.0
egnancy, insufficient weight gain in 646.8 Renal disease 593.9
egnancy, Iron deficiency in 648.2 Renal failure 586.0
egnancy, nausea & vomiting in 643.9 Renal impairment 593.9
egnancy, Normal nutrition in 648.8 Renal stones 592.0
egnancy,abnormal glucose tolerance 648.8 Renal transplant V42.0
egnancy,Drug dependence in 648.3 Renal transplant rejection 996.81
nal vein thrombosis 453.3 Squamous cell Ca pyriformfossa tumour 148.1
spiratory arrest 799.1 Squamous cell carcinoma of vallecula 146.3
spiratory disease 519.9 Staphylococcal septicaemia 038.9
spiratory distress syndrome 518.5 Steatorrhea 579.8
spiratory failure 518.5 Steroid induced diabetes 251.8
inopathy 362.10 Sub arachnoid haemmorhage 430.0
roperitoneal haemotoma Sub dural haematoma 852.2
res Syndrome 331.81 Subdural haemorrhage 432.1
Isoimmunity 773.2 Subluxation 839.8
ibdomyolysis 782.89 Subtotal gastrectomy,Partial gastrectomy 43.89
sus Isoimmunization 773.2 Sucrase-lsomaltose deficiency
umatic heart disease 391.9 Sucrose intolerance
umatoid arthritis 714.0 Swallowing impairment 524.9
 ̂of malnutrition Swallowing problems V41.6
of nausea/vomiting Systemic Lupus erythematosus 710.0
of Nutrition depletion from radiotherapy T
of radiation enteritis Tetanus 037
of radiation oesphagitis Tetralogy of fallot 745.2
Page 8
Index
t e r m ICD CODE TERM ICD CODE
Risk of radiation pharyngeal mucositis 
Risk of radiation pharyngitis
Thoracectomy 
Thrombocytopenia Hepatitis
34.09
Risk of radiation stomatitis Thyroidectomy 06.39
Risk of undernutrition total glossectomy 25.3
Ross river fever 066.3 Toxoplasmosis 130.9
Ruptured oesophagus 530.4 Tracheaoesphageal fistula 530.8S Tracheosphageal stoma 519.0
Salicylate intolerance T racheostomy 31.0
Sarcoma 171.9 Transient ischaemic attack 435.9
Sciatica 724.3 Transposition of the arteries 745.1
Scleroderma 710.9 Trauma 959.9
Scoliosis 737.30 Tricuspid valve atresia 746.1
Secondary Cancer rectum,Recurrent Cancer F 197.50 Trigonitis of bladder 595.3
Seizures,febrile 780.3 Trincus arteriosis 747.2
Semiconscious 780.0 Trisomy 18 758.2
Semiconsciousness 780.0 Tuberculosis 010
Senile cachexia 797.0 Turners syndrome 758.6
Sepsis 038.9 Twin pregnancy 651.0
Septic arthritis 711.0 U
Septic shock 785.99 Ulcerated oesophagus 530.2
Septicaemia 038.1 Ulcerative colitis 556.0
Severe combined immune deficiency Syndrom 279.2 Ulcers 707.9
Severe protein calorie malnutrition 262.0 Umbilical fistula 759.89
Severe Protein energy malnutrition 262.0 Unconscious 780.0
Shingles 053.9 Uncontrolled diabetes 250.9
Short bowel syndrome 579.3 Uncontrolled diabetes 250.9
Short gut Undernutrition 269.9
Shortness of breath 786.09 Underweight 783.4
Sigmoid colon resection 45.8 Unplanned weight loss
Skin grafts 86.6 Unstable angina 411.1
sleep apnea 780.53 Unstable diabetes 250.9
Small bowel fistula 569.81 Upper airway obstruction 496.0
small bowel obstruction 560.9 Upper lung collapse 518.0
¡mall bowel resection 45.6 Upper respiratory tract infection 465.9
oy milk intolerance Urinary tract infection 599.0
pastic quadriplegia 343.2 Urticaria 708.9
pina bifida 741.9 Uterine cancer,Ca Uterus 179.0
pinal Cord injury 952.9 V
pinal fusion, postoperative V45.4 Vagotomy,gastric 44.00
Dinal metastases 198.5 Valvular heart disease 421.0
pinal secondaries 198.5 Vascular by pass surgery 39.3
ater Syndrome 759.89
antilated 96.70
antricular septal defect 745.4
tamin B12 Anaemia 281.1
tamin B12 deficiency 266.2
smiting 787.0
W
asting 262.0
eight control
eight gain 783.1
eight loss 783.2
hippies resection 52.7
¡red jaw 93.55
ound Breakdown 958.3
aund infection 958.3
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Numerical list of ICD-9-CM codes.
V 
»D-9-CM DIAGNOSES CODES RELATING TO  SPECIFIC PATIENT MANAGEMENT.
;D-9-CM code Abbreviation Synonym term
001 -139 INFECTIOUS AND PARASITIC DISEASES
112.0 Oral candidiasis Oral thrush
112.9 Candidiasis Candidiasis ulcers
130.9 Toxoplasmosis
136.9 Infection
001.9 Cholera
007.2 Cryptosporidium
008.3 Adreovirus Enteritis
010 Tuberculosis
03.09 Lumbar laminectomy
030.9 Hansens disease Leprosy
031.9 Atypical mycobacterial infections
036.0 Menningococcal meningitis
037 Tetanus
038.1 Septicaemia
038.9 Sepsis
038.9 Staphylococcal septicaemia
042 Auto immune deficiency syndrome AIDS
042 HIV Cryptosporidosis
042.1 HIV associated tuberculosis
042.1 HIV candidiasis
042.1 HIV Herpes Simplex
042.1 HIV with Pneumocytis carini pneumonia PCP
042.2 HIV Karposis sarcoma
043.1 HIV encephalopathy
043.3 HIV associated cachexia
043.3 HIV Nutritional deficiencies
043.3 HIV with loss of weight
044.9 Human immunodefeciency syndrome HIV
044.9 HIV Category 1
045.9 Poliomyelitis Polio
053.9 Shingles
054.2 Oral herpes simplex
055.9 Measles
06.39 Thyroidectomy
066.3 Ross river fever
075 Epstein Barr virus
078.5 Cyclomegalovirus CMV
079.53 HIV Category II.
084.6 Malaria
044.9 HIV Category III
140 -239 NEOPLASMS
140.9 Cancer of lip Ca lip
141.6 Cancer of tonsil Ca tonsil
141.9 Cancer of tongue Ca tongue,Tongue cancer
142.0 Cancer of parotid Ca parotid
144.9 Cancer of floor of mouth Ca floor of mouth,Ca mouth
145.9 Cancer of Mouth Ca mouth
146.3 Cancer of vallecula (epiglottis) Squamous cell carcinoma of vallecula
146.9 Cancer of Oropharynx Oropharyngeal cancer,Ca oropharynx
148.1 Cancer of pyriform fossa Squamous cell Ca pyriformfossa tumour
Paqe 1
•9-CM code -, Abbreviation Synonym term
149.0 Cancer of pharynx Ca Pharynx
149.0 Cancer of throat Ca throat,Throat cancer
150.9 Cancer of oesophagus Ca oesophagus,oesophageal cancer
151.9 Cancer of stomach Ca stomach,Stomach cancer 
Gastric cancer,Gastric sarcoma
152.9 Cancer of small intestine Ca small intestine
153.9 Cancer of Colon Ca Colon,Bowel cancer
154.0 Cancer of rectum Ca rectum
154.3 Cancer of anus Ca anus, Ca Anal canal
155.0 Hepatoblastoma
155.2 Cancer of liver Ca liver, Liver cancer
156.0 Cancer of gallbladder Ca Gallbladder
157.9 Cancer of pancreas Ca pancreas,pancreatic cancer
160.2 Cancer of Maxill sinus
161.1 Cancer of epiglottis Ca Epiglottis
161.9 Cancer of Larynx Ca Larynx
162.9 Cancer of lung Ca lung,lung cancer
162.9 Mesothelioma
170.1 Cancer of mandible Mandibilar tumour
170.9 Ewings sarcoma Malignant bone cancer
171.9 Sarcoma
172.9 Melanoma
172.9 Metastatic melanoma
174.9 Cancer of Breast Ca Breast, Breast cancer
176.0 Karposys Sarcoma
179.0 Cancer of Uterus Uterine cancer,Ca Uterus
182.0 Cancer of Endometrium Ca Endometrium
183.1 Cancer of ovary Ca ovaries,ovarian cancer
184.0 Cancer of vagina Ca vagina,Vaginal cancer
185.0 Cancer of prostate Ca prostate
186.09 Hypoventilation Central hypoventilation
186.9 Cancer of Testes Ca Testes,Testical cancer
188.9 Cancer of Bladder Ca Bladder,Bladder cancer
189.0 Cancer of kidney Ca Kidney,Kidney cancer
189.2 Cancer of ureter Ca ureter
190.1 Cancer of Orbit
191.7 Brain stem glioma
191.9 Astrocytoma
191.9 Glioblastoma Glioblastoma multiforma
193.0 Cancer of thyroid Ca thyroid,Thyroid cancer
194.0 Neuroblastoma
195.2 Cancer of Abdomen Ca Abdomen
197.50 Metastatic colon cancer Secondary Cancer rectum, 
Recurrent Cancer Rectum
197.5 Osteosarcoma
197.8 Metastatic stomach cancer Metastatic Gastric cancer
197.8 Metastatic pancreatic cancer
198.2 Metastatic SCC face
198.3 Cerebellar métastasés Brain métastasés
198.5 Boney métastasés Bone secondaries
198.5 Spinal secondaries Spinal métastasés
198.81 Metastatic breast cancer
198.82 Metastatic prostrate cancer
199.1 Cachexia,cancer Cancer cachexia
199.1 Cancer
199.1 Metastatic cancer Métastasés,Metastatic disease, 
Cancer Secondaries
200.0 Large cell lymphoma
200.1 Lymphoblastic lymphoma
200.2 Burkitts lymphoma
Paae 2
201.9 H o d g k in s  disease
202.8 Lymphoma
202.8 Non hodgkins lymphoma
203.0 Multiple myeloma
203.8 Myeloma
204.0 Acute lymphoblastic leukaemia
204.0 Acute lymphocytic leukaemia
205.0 Acute myeloblastic leukaemia
205.0 Acute myeloid leukaemia
205.0 Myeloblastic leukaemia
205.1 Chronic myelocytic leukemia
205.1 Chronic myeloid leukaemia
208.9 Leukaemia
211.3 Polyposis, familial
225.1 Acoustic Neuroma
234.0 Adrenal mass
237.0 Craniopharyngioma
238.7 Myelodysplastic syndrome
239.6 Brain tumour
239.8 Cancer of head & Neck
-9-CM c o d e  .
Acute lymphoma
Abbreviation Synonym term
Ca Head and neck
240 -279 ENDOCRINE. NUTRITIONAL AND METABOLIC DISEASES
241.1
242.9
244.9
250.0
250.00
250.01 
250.11
250.31
250.4
250.4
250.7
250.9
250.9
250.9
251.1
251.2
251.8
253.5
255.0 
255.4
260.0 
260.0 
260.0 
261.0 
261.0 
262.0 
262.0
263.0
263.1
263.2
263.9
263.9
266.2 
269.3
Goitre,Multinodular 
Hyperthyroidism 
Hypothyroidism 
Diabetes 
Diabetes: Type 2
Diabetes: Type 1
Diabetic ketoacidosis
Diabetic coma
Diabetes with renal manifestations
Diabetic Nephropathy
Diabetic abscess
Diabetes for stabilization
Diabetes with complications
Unstable diabetes
Hyperinsulinism
Hypoglycaemia
Diabetes, Steroid induced
Diabetes Insipidus
Cushings disease
Addisons disease
Kwashiorkor
Malignant malnutrition
Protein malnutrition
Loss of weight due to malnutrition
Marasmus
Protein energy malnutrition,severe 
Wasting
Protein energy malnutrition,moderate 
Protein energy malnutrition, mild 
Growth retardation due to malnutrition 
Malnutrition
Protein energy malnutrition 
Vitamin B12 deficiency 
Calcium deficiency
Multinodular goitre
NIDDM, MOD Non insulin dependant diabetes,
Maturity onset diabetes 
IDDM, JOD Insulin dependent diabetes,
Juvenile onset diabetes 
Accelerated ketoacidosis, Ketosis 
Ketoacidosis
Diabetic induced renal disease
Uncontrolled diabetes 
Diabetic complications 
Uncontrolled diabetes, Brittle diabetes
Steroid induced diabetes
Severe PEM Severe protein calorie malnutrition 
Severe Protein energy malnutrition 
Moderate PEM Moderate protein calorie malnutrition 
Mild PEM Mild protein calorie malnutrition
Protein/calorie malnutrition
Page 3
D-9-CM code . Abbreviation Synonym term
269.9 Nutritional deficiencies
269.9 Nutritional Inadequacy Dietary Inadequacy
269.9 Poor nutrition Insufficient nutrition, Nutrition depletion
269.9 Undernutrition
270.1 Phenylketonuria
270.3 Maple syrup urine disease
270.7 Hyperglycaemia Elevated blood sugar level
270.7 Protein intolerance(familial)
271.0 Glycogen storage disease
271.0 Glycogen storage disease type III
271.2 Lactose, Fructose, Sorbitol intolerance
271.3 Lactase deficiency
271.3 Lactose Intolerance
271.8 Hyperoxaluria
272.0 Hypercholesterolaemia Raised blood cholesterol, high
cholesterol, Elevated cholesterol
272.1 Hypertriglyceridaemia High Triglycerides
272.3 Hyperlipidaemia Type V
272.4 Combined hyperlipidaemia Combined dyslipdaemia
272.4 Hyperlipidaemia Raised blood lipids,elevated lipids
273.8 Hypoalbuminaemia Low albumin
273.8 Hypoproteinaemia Low Total protein
274.9 Gout
275.0 Haemachromatosis
275.3 Hyperphosphataemia High serum phosphate
275.4 Altered Calcium metabolism
275.4 Hypercaleamia
276.0 Hyperosmolality Hyperosmolar coma
276.1 Hyponatraemia Low Sodium
276.5 Dehydration
276.6 Fluid retention Fluid overload
276.7 Hyperkalaemia
276.8 Hypokalaemia Low potassium
276.9 Electrolyte imbalance Deranged electrolytes
277.0 Cystic fibrosis CF
277.1 Porphyria
277.3 Amyloidosis
277.9 Inborn metabolic errors Inborn errors of metabolism
277.9 Metabolic disease
277.9 Metabolic disorders
278.0 Morbid obesity
278.0 Obesity Obese
279.11 Di george syndrome
279.2 Severe combined immune deficiency Syndrome
280 -289 DISEASES OF BLOOD AND BLOOD FORMING ORGANS
280.9 Iron deficiency anaemia
281 Nutritional anaemias
281.1 Vitamin B12 Anaemia B12 Anaemia
281.2 Folate Deficiency
281.2 Folate deficiency
281.2 Macrocytic anaemia,Nutritional
281.9 Megoblastic anaemia
284.0 Fanconi anaemia Congenital pancytopenia
285.9 Anaemia
286.0 Bernuths disease
287.3 Purpura, Ideopathic thrombocytopenia Ideopathic thrombocytopenia purpura
288.1 Neutropenia Chronic neutropenia
289.9 Dementia
Page 4
291.1 Korsakoffs psychosis
291.2 Alcoholic Encephalopathy
295.2 Catatonic
299.0 Autism
300.3 Compulsive obsessive disorder
300.9 Psychiatric disorder
303.9 Alcohol abuse
304.6 Chemical dependency
304.9 Drug abuse
307.1 Anorexia nervosa
307.51 Bulimia nervosa
307.51 Compulsive eating disorder
307.5 Eating disorders
307.6 Food refusal in infant
310.9 Acute brain syndrome
311.0 Depression
319.0 Intellectually disabled
;D-9-CM c o d e  -
Encephalopathy,alcoholc
Alcoholism 
Chemical abuse
Compulsive overeating 
Mental retardation,unspecified
Abbreviation Synonym term
320 - 389 DISEASES OF NERVOUS SYSTEM AND SENSE ORGANS
321.0 Cryptococcol meningitis
323.9 Encephalitis
323.9 Encephalomyelitis
323.9 Myelitis
324.1 Paraspinal abcess
331.81 Reyes Syndrome
333.4 Huntingtons disease
335.2 Parkinsons disease
335.22 Bulbar palsy
340.0 Motor neurone disease
343.2 Spastic quadriplegia Infantile quadriplegia
343.9 Cerebral palsy
343.9 Cerebral palsy
344.0 Multiple sclerosis
344.0 Quadriplegia Incomplete quadriplegia
344.1 Paraplegia
344.9 Paralysis
345.3 Grand mal seizure
345.9 Epilepsy
348.1 Hypoxic brain damage
349.9 Neurological disease
355.9 Neuropathy
356.3 Refsums syndrome
356.9 Peripheral neuropathy
356.9 Polyneuropathy
357.0 Guillan barre Syndrome
357.5 Alcoholic Neuropathy Neuropathy,alcoholic
358.0 Myasthemia gravis
358.9 Neuromuscular disease
359.1 Muscular dystrophy
362.10 Retinopathy
365.9 Glaucoma
390 - 459 DISEASES OF CIRCULATORY SYSTEM
391.9 Rheumatic heart disease
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•9-CM code Abbreviation Synonym term
394.9 Mitral Valve disease M V disease
401.9 Hypertension High Blood pressure
410.9 Acute myocardial infarction Myocardial infarction
411.1 Unstable angina
413.9 Angina
414.0 Coronary artery disease CAD Coronary artery heart disease
414.8 Ischaemic cardiomyopathy
414.9 Coronary heart disease CHD
414.9 Ischaemic heart disease IHD
415.1 Pulmonary embolus
416.0 Pulmonary Vascular disease PVD
421.0 Infective endocarditis
421.0 Valvular heart disease
423.9 Pericarditis
424.1 Aortic Valve disease A V disease
424.1 Aortic Valve incompetance Aortic incompetence
424.1 Aortic valve stenosis Aortic stenosis
424.9 Endocarditis
425.4 Cardiomyopathy End stage cardiomyopathy
Ideopathic Cardiomyopathy
425.5 Alcohol induced cardiomyopathy
427.31 Atrial fibrillation
427.5 Cardiac arrest
428.0 Congestive cardiac failure CCF
428.1 Left ventricular failure LVF LVF failure
428.1 Pulmonary oedema
428.9 Cardiac failure
428.9 Heart failure Cardiac failure
429.2 Cardiac Disease
429.2 Cardiovascular accident
429.2 Cardiovascular disease
430.0 Sub arachnoid haemmorhage
431.0 Intraventricular haemorrhage Intraventricular bleed
432.1 Subdural haemorrhage
432.9 Intracranial haemorrhage Brain haemorrhage
433.9 Peripheral vascular disease
435.9 Transient ischaemic attack TIA
436.0 Cerebro vascular accident CVA
437.3 Cerebral aneurysm Cerebral haemorrage
437.3 Intracranial aneurysm Brain aneurysm
441.4 Abdominal aneurysm Abdominal acute aneurysm
453.0 Deep vein thrombosis DVT
453.3 Renal vein thrombosis Bilateral renal vein thrombosis
455.6 Haemorrhoids
457.8 Chylethorax
460 -519 DISEASES OF RESPIRATORY SYSTEM
462.0 Candidal pharyngitis Acute Pharyngitis
464.30 Epiglotitis
465.9 Upper respiratory tract infection
466.1 Brochiolitis
478.29 Fistula, Pharyngeoesophageal Pharyngeoesophageal fistula
478.6 Oedematous glottis
478.75 Laryngeal spasms
485.0 Bronchopneumonia
486.0 Pneumonia
490.0 Bronchietasis
492.8 Emphsyema End stage emphysema
Page 6
493.9
496.0
496.0
496.0
502.2
511.0
511.9
512.8
516.3
518.0
518.5
518.5
518.5 
518.89
519.0
519.1
519.8
519.9
519.9
D-9-CM code
520-579
521.9
524.9 
528
528.9
529.9
530.1
530.1
530.1
530.1
530.2
530.2
530.2
530.3
530.3
530.4 
530.6
530.8
530.81
531.9
532.5
532.9
533.5
533.9
535.5
536.8
536.9
536.9
537.0
537.6
537.82 
553.3
555.9
556.0
557.0
557.9
558.9
558.9
Asthma
Chronic lung disease Chronic airway obstruction
Chronic obstructive airways disease COAD 
Upper airway obstruction
Fractured jaw Closed fractured jaw
Pleurisy
Pleural effusion
Pneumothorax
Cryptogenic fibrosing alveolitis 
Upper lung collapse 
Acute respiratory distress syndrome 
Respiratory distress syndrome 
Respiratory failure 
Lung sepsis
Tracheosphageal stoma 
Broncho pulmonary disease 
Chest infection
Chronic airway limitation CAL
Respiratory disease
Abbreviation Synonym term
DISEASES OF DIGESTIVE SYSTEM
Poor dentition 
Swallowing impairment 
Mucositis 
Mouth ulcers 
Mouth dryness 
Gastro-oesphageal reflux 
Oesophageal reflux 
Oesophagitis 
Reflux oesophagitis 
Oesophageal ulcers 
Oesophageal varices 
Perforated oesophagus 
Oesophageal obstruction 
Oesophageal stricture 
Ruptured oesophagus 
Oesophageal pouch 
Tracheaoesphageal fistula 
Gastric reflux 
Gastric Ulcer 
Perforated duodenal ulcer 
Duodenal ulcer 
Perforated ulcer 
Peptic ulcer 
Gastritis 
Gastroparesis 
Chronic bowel irritation 
Delayed gastric emptying 
Gastric Obstruction 
Gastric stenosis 
Jejunal angiodysplasia 
Hiatus hernia 
Crohn's Disease 
Ulcerative colitis 
Necrotising enterocolitis 
Ischaemic bowel 
Acute Gastroenteritis 
Chronic diarrhoea
Ulcerated mouth
Reflux,oesphageal 
Ulcerated oesophagus 
Oesphageal narrowing
Duodenal ulceration
Gastrointestinal irritation 
Unspecified gastric disorder of stomach
Crohns colitis
Pace 7
■9-CM code
558.9 Colitis
558.9 Diarrhoea
558.9 Gastroenteritis
560.1 Ileus
560.9 Bowel obstruction
560.9 Galactosaemia
560.9 Gastrointestinal Obstruction
560.9 Intestinal obstruction
560.9 Intestinal stricture
560.9 Large bowel obstruction
560.9 Small bowel obstruction
562.10 Diverticular disease
562.11 Diverticulitis
564.0 Constipation
564.1 Irritable bowel disease
564.1 Irritable bowel syndrome
564.2 Dumping syndrome
564.9 Altered bowel function
564.9 Inflammatory bowel disease
565.1 Fistula,Perianal
566.0 Abscess, Perianal
567.9 Peritonitis
568.0 Bowel adhesions
569.1 Rectal mucosa prolapse
569.81 Enterocutaeneou fistula
569.8 Fistula,Abdominal
569.8 Fistula, Bowel
569.81 Fistula,intestinal
569.81 Small bowel fistula
569.8 Perforated colon
569.9 Bowel disease
570.0 Acute Liver disease
570.0 Acute Liver Failure
571.0 Alcoholic Fatty liver
571.2 Alcoholic Liver cirrhosis
571.3 Alcoholic Liver Disease
571.4 Chronic hepatitis
571.5 Liver cirrhosis
571.6 Primary biliary Cirrhosis
571.9 Chronic liver disease
572.2 Hepatic encephalopathy
572.8 Chronic Liver failure
572.8 Liver metastases
573.3 Hepatitis
573.9 Liver disease
573.9 Liver failure
574.2 Cholelithiasis
575.0 Acute cholecystitis
575.1 Cholecystitis
575.9 Gall bladder disease
576.8 Obstructive Jaundice
576.9 Biliary disease
577.0 Acute pancreatitis
577.0 Alcoholic pancreatitis
577.0 Pancreatitis
577.1 Chronic pancreatitis
577.2 Pancreatic Cyst
577.8 Pancreatic insufficiency
577.9 Pancreatic disease
Abbreviation
G I Obstruction
SBO
PBC
Loose bowel actions
Synonym term
Perianal fistula 
Perianal abscess
Abdominal Fistula 
Bowel fistula,Colonic fistula
Intestinal fistula 
Perforated bowel
fatty liver,alcoholic 
Cirrhosis,alcoholic
Cirrhosis of the liver,Cirrhosis, 
Hepatic Cirrhosis
Hepatic disorder 
Gallstones
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)-9-CM code
578.0
578.1 
578.9
579.0
579.0
579.0
579.0
579.3
579.3
579.8
579.8
579.8
579.8
579.8
579.8
579.9
580 - 629
580.9
581.9 
582.1
583.9
583.9
583.9
584.9
585.0
586.0 
590.80
591.0
592.0
593.9
593.9
593.9 
595.3
599.0
619.1
628.9
630 -675
641.9 
642.6
642.9
643.1
643.9
646.1
646.8
648.2
648.3
648.8
648.8
648.8
648.9 
651.0
Haematemesis
Melena
Gastrointestinal bleed 
Coeliac disease 
Gluten enteropathy 
Gluten intolerance 
Pancreatic steatorrhea 
Malnutrition following Gl surgery 
Short bowel syndrome 
Cows milk intolerance 
Drug related malabsorption 
Fat Intolerance 
Food allergy
Protein losing enteropathy
Steatorrhea
Malabsorption
Gl bleed
Abbreviation Synonym term
Gluten sensitivity
Cows milk protein intolerance 
Intolerance to fat
Food intolerance, Food sensitivities
DISEASES OF GENITOURINARY SYSTEM
Acute renal disease 
Nephrotic syndrome 
Focal glomerulosclerosis 
Glomerulonephritis 
Nephritis
Acute Nephritis
Nephropathy 
Acute renal failure
Constrictive Nephropathy
Chronic renal failure End stage renal failure
Renal failure 
Pyelonephritis
Kidney failure
Hydronephrosis Bilateral hydronephrosis
Renal calculi 
Renal cachexia
Renal stones,Kidney stones
Renal disease Kidney disease
Renal impairment 
Trigonitis of bladder 
Urinary tract infection 
Recto vaginal fistula 
Infertility,female
Kidney impairment
COMPLICATIONS OF PREGNANCY. CHILDBIRTH AND PEURPERIUM
Acute partum haemorrhage 
Pregnancy, Eclampsia in 
Pregnancy induced hypertension 
Hyperemesis gravidarium 
Pregnancy, nausea & vomiting in 
Pregnancy, excessive weight gain in
Pregnancy, insufficient weight gain in 
Pregnancy, Iron deficiency in
Pregnancy,Drug dependence in
Gestational diabetes Mellitus GDM
Pregnancy, Normal nutrition in 
Pregnancy,abnormal glucose tolerance 
Pregnancy, Calcium deficiency 
Multiple pregnancy
Eclampsia assoc pregnancy 
Hyperemesis
Nausea & vomiting in pregnancy 
Excessive weight gain in pregnancy, 
Maternal obesity,Obesity of pregnancy 
Poor weight gain in pregnancy 
Iron deficiency in pregnancy,
Maternal Iron deficiency 
Drug dependence in pregnancy 
Maternal drug use in pregnancy 
Gestational diabetes 
Normal nutrition in pregnancy
Calcium deficiency in pregnancy
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Abbreviation Synonym term0-9-CM code -,
651.0 Twin pregnancy
674.3 Caesarean haemorrhage
676.0 Lactation Disorders
678.0 Pregnancy,pre existing diabetes
680 - 709 COMPLICATIONS OF SKIN AND SUBCUTANEOUS TISSUE
691.8 Eczema,Infected atopic Infected eczema
692.5 Cow's Milk allergy Milk allergy
692.9 Eczema
695.1 Necrolysis,toxic epiderma
696.1 Psoriasis
696.4 Pityriasis Rubra Pilarsis
707.1 Chronic leg ulcers
707.9 Ulcers
708.9 Urticaria
710 -739 COMPLICATIONS OF MUSCULOSKELETAL SYSTEM AND CONNECTIVE TISSUE
710.0 Systemic Lupus erythematosus SLE Lupus
710.9 Scleroderma
711.0 Septic arthritis
714.0 Rheumatoid arthritis
718.50 Ankylosis
724.3 Sciatica
728.2 Muscle wasting
729.1 Myositis
729.2 Neuralgia
729.4 Fascitis
733.00 Osteoporosis
737.30 Scoliosis
740 -759 CONGENITAL ANOMALIES
741.9 Spina bifida
742.1 Microcephaly
742.1 Congenital microcephaly
742.59 Myelodysplasia of Spinal cord
744.23 Microtia
745.1 Transposition of the arteries
745.2 Tetralogy of fallot
745.4 Ventricular septal defect
745.5 Atrial septal defect
746.1 Tricuspid valve atresia
746.2 Congenital heart disease
746.89 Absent aortic valve
747.0 Patent ductus arteriosis
747.1 Coarction of the aorta
747.2 Trincus arteriosis
747.3 Pulmonary atresia
747.3 Pulmonary stenosis
747.3 Pyloric stenosis
748.4 Congenital cystic lung
749.2 Cleft lip & palate
751.3 Hirschsprungs disease
751.61 Biliary atresia
756.7 Gastroschisis Congenital Gastroschisis
b -
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Abbreviation Synonym termD-9-CM code
756.83
757.39
758.0
758.2
758.5
758.5
758.6
758.7 
759.81
759.89
759.89
759.89 
759.9
760 - 779
764.0 
764.9
765.1
769.0
773.2 
774.4
780 -799
780.0
780.0
780.0
780.3
780.3 
780.53
780.6
780.7
780.9
782.3
782.3
782.4
782.5 
782.89
783.0
783.0
783.0
783.1
783.1
783.1
783.2
783.3
783.3
783.3
783.4
783.4
783.4
783.4
783.4
783.4
783.6
783.9
Ehlers-Donlos Syndrome 
Epidermous Bullosa 
Downs syndrome 
Trisomy 18 
Alstroems syndrome 
Coffin lowry syndrome 
Turners syndrome 
Klinefelters syndrome 
Prader willi syndrome 
Noonans syndrome 
Umbilical fistula 
Vater Syndrome 
Congenital malformation
CERTAIN CONDITIONS ORIGINATING IN PERINATAL PERIOD
Low birth weight infant Light-for-dates
Intra Uterine Growth Retardation IUGR
Premature infant Preterm infant,
Very low body weight infant
Hyaline membrane disease
Rhesus Isoimmunization Rh.Isoimmunity
Neonatal hepatitis
SYMPTOMS, SIGNS AND ILL DEFINED CONDITIONS
Coma
Semiconscious Semiconsciousness
Unconscious 
Febrile convulsions 
Seizures,febrile 
Sleep apnea 
Fever
Chronic fatigue syndrome
Hypothermia
Oedema
Peripheral oedema 
Jaundice 
Cyanotic episode Cyanosis
Rhabdomyolysis
Anorexia Loss of appetite,Poor appetite
Aphagia 
Poor appeitite 
Excessive weight gain Abnormal weight gain
Overweight 
Weight gain 
Weight loss Loss of weight
Dysphagia to solids Inability to swallow food
Feeding difficulties Inability to swallow food
Feeding problems Feeding difficulties,Elderly and infant
Developmental delay 
Failure to gain weight *
Failure to thrive 
Growth failure 
Growth retardation 
Underweight 
Bulimia
Adrenoleuko dystrophy Dystrophy
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785.4 Gangrene
785.99 Septic shock
786.09 Shortness of breath
787.0 Nausea
787.0 Nausea/Vomiting
787.0 Vomiting
787.1 Heartburn
787.3 Abdominal distension
787.3 Dysphagia
789.0 Abdominal pain
789.1 Hepatomegaly
789.5 Ascites, Liver
790.2 Glucose intolerance
790.2 Impaired glucose tolerance
790.6 Hyperuricaemia
791.0 Proteinuria
794.7 Hypermetabolism
797.0 Cachexia,old age /senile
799.1 Acute Respiratory failure
799.1 Respiratory arrest
799.4 Cachexia
0-9-CM code -,
800 -999 INJURY AND POISONING
802.20 Fractured mandible
802.8 Facial fractures
803.0 Fractured skull
809.1 Multiple fractures
839.8 Subluxation
852.2 Sub dural haematoma
853.0 Brain haemorrhage
853.0 Intra-cerebral haematoma
854.0 Brain injury
854.0 Closed head injury
854.0 Head injury
862.8 Chest injuries
869.0 Abdominal trauma
933.1 Aspiration of food/fluids
933.1 Aspiration pneumonia
941.00 Burns to face
942.03 Burns to abdomen
945.40 Burns-Full leg
948.0 Less than 10% Burns
948.1 10-19% Burns
948.2 20-29% Burns
948.3 30-39% Burns
948.4 40-49% burns
948.5 50-59%s burns
948.6 60-69% Burns
948.7 70-79% Burns
949.0 Burns
949.1 1st degree Burns
949.2 2nd Degree Burns
949.3 3rd degree burns
949.4 Deep burns
952.9 Spinal Cord injury
957.8 Multiple trauma
SOB
Abbreviation Synonym term
Degenerative dysphagia, 
Difficulty swallowing
Liver ascites
Abnormal glucose tolerance
Senile cachexia,Old age cachexia
ARF
Dislocation, unspecified
Brain haematoma
Internal injuries 
Abdominal injury
Multiple injury,Mutiple fractures 
Multi trauma
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D-9-CM code Abbreviation
958.3 Wound Breakdown
959.0 Facial injuries
959.0 Oral problems
959.6 Orthopeadic injuries
959.9 Trauma
986.0 Carbon monoxide poisoning CO poisoning
990.0 Radiotherapy,adverse effect of
995.3 Allergy, unspecified
996.8 Kidney transplant failure
996.81 Renal transplant rejection
996.82 Liver transplant rejection
996.83 Heart transplant rejection
996.85 Bone marrow transplant rejection
V CODES
V22.2 Pregnancy
V23.9 Adolescent pregnancy
V24.1 Lactation Breast feeding
V41.6 Swallowing problems
V42.0 Post renal transplant
V42.0 Renal transplant
V42.1 Heart transplant
V43.2 Post Heart transplant
V43.2 Previous Heart transplant
V43.3 Post heart valve replacement
V43.8 Post liver transplant
V45.4 Spinal fusion,postoperative
V45.89 Post Surgery
V50.8 Plastic surgery
V56.0 Renal Dialysis
V58.0 Radiotherapy
V58.1 Chemotherapy
V62.89 Geriatric "dyscopia"
01 -99.99 PROCEDURE CODES
25.2 Glossectomy, partial
25.2 Hemiglossectomy
25.3 Glossectomy,total
27.54 Cleft lip & palate repair
27.99 Facial surgery
27.99 Oral surgery
29.4 Pharyngoplasty
30.1 Hemilaryngectomy
30.3 Laryngectomy
30.3 Laryngectomy,total
30.3 Pharyngolaryngectomy, total
30.4 Laryngopharyngectomy
31.0 Tracheostomy
33.5 Double lung transplant
33.5 Lung transplant
33.6 Heart/Lung transplant
34.09 Thoracectomy
35.2 Aortic Valve replacement AV replacement
35.22 Aortic Valve replacement
35.24 Mitral Valve replacement MV replacement
36.09 Coronary angioplasty
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Wound infection,Poor wound healing 
Facial trauma
Synonym term
Failing renal transplant 
Kidney transplant rejection
High risk pregnancy
Kidney transplant 
Cardiac transplant
Post operative status 
Dialysis
Cancer chemotherapy
Partial glossectomy 
Total glossectomy
-9-CM <code -, Abbreviation Synonym term
36.10 Coronary Artery Bypass graft Surgery CABGS.CAGS Coronary artery bypass grafts
37.99 Cardiac surgery Cardiac operation
38.10 Endarterectomy
39.3 Vascular by pass surgery
39.3 Aortic arch repair AA repair
39.58 Alveolar bone graft Bone graft to alveolar
39.95 Haemodialysis HD
40.40 Radical neck dissection
41.0 Bone Marrow transplant
41.01 Autologous bone marrow transplant
41.03 Allogenic bone marrow transplant
42.4 Oesophagectomy
42.54 Oesphagoenteric anastomosis
42.9 Oesophageal repair Oesophageal reconstruction
43.11 Percutaneous endoscopic gastrostomy PEG
43.19 Gastrostomy
43.89 Gastrectomy, partial Subtotal gastrectomy, 
Partial gastrectomy
43.99 Gastrectomy, Radical Radical gastrectomy
43.99 Gastrectomy, total
43.99 Oesphago-gastrectomy
44.00 Vagotomy, gastric
44.39 Gastric bypass HGR High gastric reduction
44.6 Oesophageal fundoplication
44.66 Fundoplication
44.69 Gastric partitioning
44.69 Gastric stapling Gastric banding
45.6 Small bowel resection
45.8 Hemicolectomy
45.8 Sigmoid colon resection
45.79 Bowel resection
45.8 Colectomy,total Total colectomy
46.10 Caecostomy
46.10 Colostomy
46.20 Ileostomy
46.4 Jejunostomy
46.99 GIT surgery
49.5 Haemorridectomy
50.59 Liver transplant
50.69 Hepatojejunostomy
51.22 Cholecystectomy
52.53 Panceatectomy
52.6 Pancreatoduodectomy
52.7 Whipples resection Radical pancreaticoduodenectomy
54.3 Herpes simplex Encephalitis
54.8 Herpes simplex ulcers
54.98 Continuous Ambulatory Peritoneal dialysis CAPD
54.98 Intermittent peritoneal dialysis IPD
54.98 Peritoneal dialysis
55.4 Nephrectomy, partial Partial nephrectomy
55.51 Nephrectomy
56.51 Ileal conduit formation
57.79 Cystectomy,total
70.1 Hepatitis A
70.3 Hepatitis B
70.51 Hepatitis C
70.52 Recto-vaginal repair
76.65 Bimaxillary osteotomy
76.99 Cranio-facial surgery
77.30 Osteotomy
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ICD-9-CM code -, Abbreviation Synonym term
Amputee84.91 Amputation 
86.6 Skin grafts
93.55 Wired jaw
96.0 intubated
96.70 Ventilated
Dental wiring
97.02 Gastrectomy
? UNCODEABLE
These are diagnoses codes collected that are unable to be coded to ICD-9-CM.
Compromised nutritional status
Decreased nutrient intake
Decreased nutrient utilization
Distorted body image
Inadequate weight gain
Long chain Acyl Co A Deficiency
Maturity onset diabetes of youth
Medium chain acyl CoA dehydrogenase deficiency
Methyl malonic aciduria
Monosaccharide intolerance
Monosodium glutamate sensitivity
Mucopolysaccariduria
Nutritional Adequacy
Nutritional risk
Optimal nutritional status
Palliative care
Poor nutritional intake Poor oral intake
Poor nutritional status
Prevention of malnutrition
Prevention of side effects :chemotherapy
Prevention of side effects of radiotherapy
Risk of malnutrition Malnutrition risk
Risk of nausea/vomiting
Risk of Nutrition depletion from radiotherapy
Risk of radiation enteritis
Risk of radiation oesphagitis
Risk of radiation pharyngeal mucositis
Risk of radiation pharyngitis
Risk of radiation stomatitis
Risk of undernutrition
Salicylate intolerance
Soy milk intolerance
Sucrase-lsomaltose deficiency
Sucrose intolerance
Unplanned weight loss
Weight control
Alcohol induced hypoglycaemia
Autologous bone marrow rescue
Binge eating disorder
Bone marrow rescue
Cerebolulitis
Chyle fistula
Chyle leakage
Clostridium difficulie colitis
Risk of poor nutrition
Paqe 15
Abbreviation Synonym termICD-9-CM c o d e
Combined chemotherapy/Radiotherapy 
Cystic hygroma of neck.pharynxjarynx 
Drug related nausea/vomiting 
Dyslipidaemia 
HIV immunosuppression 
Jaw wiring-obese
Karposys sarcoma ulcers 
Microbacterium Averium Complex MAC
Mandibular osteotomies 
Metastatic Merkel Cell carcinoma 
Mucosal haematoma 
Multi organ failure 
Multiple face lacerations 
Oesophageal dysmotility
Pelizaeus Merzbacher Periventricular leukomalacia
Pharyngo-oesphageal dysfunction
Pneumocytis Carini Pneumonia PCP
Pseudo bowel obstruction
Radiation colitis
Radiation enteritis
Radiation laryngitis
Radiation mucositis/Dysphagia
Radiation oesphagitis
Radiotherapy to Head/neck
Radiotherapy to pelvis
Retroperitoneal haemotoma
Short gut
Thrombocytopenia Hepatitis
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Section Two.
ICD-9-CM dietetic intervention codes. 
Dietetic intervention defintions.
DIETETIC ACTIVITIES OF CLINICAL CARE. (INTERVENTIONS).
The National Allied Health Casemix Committee have defined clinical care as:
Activities which provide a service to an individual, group or community to influence health 
status.
DAA has developed a number of interventions, which are now to be used by members of the 
profession as part o f a minimum data set across all allied health professions.
92.9 Nutritional assessment and management.
92.91
92.92
92.93
92.93
92.94
92.95
92.96
92.97
92.99
Nutritional assessment 
Nutritional counselling (education) 
Preventative nutrition counselling 
Provision of therapeutic diet 
Provision of enteral nutrition 
Provision of parenteral nutrition 
Provision o f oral nutrition support 
Other specified nutrition intervention 
Nutrition Consultation, NOS 
Unspecified nutritional intervention
NOS = Not Otherwise Specified.
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CLINICAL CARE ACTIVITIES FOR DIETETICS.
92.91 Nutrition evaluation/ assessment:
This intervention involves gathering information about the patient by any or all of the following 
means;
♦ dietary history
♦ biochemical results review
♦ anthropometric measures
♦ medical history
♦ social history
♦ medications
Information is gathered from various sources including the patient, family or caregivers, relevant 
health professionals and the patients medical record. It can include research in relation to the 
specific needs of the patient. The results of the evaluation are recorded in the medical history. 
Nutrition Screening is a form of evaluation/ assessment.
92.92 Nutrition Counselling/ Education.
This intervention involves counselling or educating a patient or caregiver about their dietary 
requirements and dietary modifications. It may involve preparation and delivery of education 
material specific to patient requirements. It is assumed that an assessment has been made of their 
nutritional knowledge, attitudes and behaviour as a separate nutritional intervention. The 
intervention may be delivered on an individual or group basis. It includes documentation of the 
counselling/education.
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92.93 Preventative Nutrition Counselling.
This intervention involves counselling or educating a patient or caregiver with a view to avoiding 
or minimising nutritional problems related to disease or therapy.
92.94 Provision of a therapeutic diet.
This intervention involves identifying patient preferences, ordering of items which constitute a 
therapeutic diet and ensuring meals or menus provided are appropriate. The intervention includes 
verbal and/or written communication with the patient, food service staff, and health professionals 
involved in the patients care, it also includes review of the patients tolerance and progress of the 
patient through monitoring of biochemical results, anthropometric measures, diet records and 
observations o f the patient by relevant staff. Discharge planning is included but is assumed that 
assessment or education related to the provision of therapeutic diet is recorded as a separate 
nutritional intervention.
92.95 Provision of Enteral Nutrition.
This intervention involves making recommendations on enteral nutrition and ordering of items as 
which are necessary. The intervention includes verbal and/or written communication with the 
patient, food service/formula room and health professionals involved in the patients care. It also 
includes a review o f the patients tolerance of feeding, and progress of the patient through 
monitoring of biochemical results, anthropometric measures, and observations of the patient made 
by relevant staff. Where necessary instructions for transition from parenteral to enteral, or enteral 
to fiill/part oral nutrition are given and progress reviewed. Discharge planning is included but it 
is assumed that assessment or education are recorded as a separate nutritional intervention.
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92.96 Provision of Parenteral Nutrition.
This intervention involves making recommendations on nutrition via the parenteral route, either 
alone or in combination with enteral or oral nutrition. It may involve ordering of nutrients. This 
intervention involves verbal/wntten communication with the patient and other health professionals 
involved in the patients care. It includes review of progress o f the patient through monitoring of 
biochemical results, anthropometric measures, and observations of the patient made by relevant 
staff. It is assumed that an assessment has been made as a separate nutritional intervention.
92.97 Provision of Oral nutritional Support.
This intervention includes provision of nourishing fluids and/or food to supplement nutrition 
through the oral routes. This intervention involves verbal/written communication with the patient 
and other health professionals involved in the patients care. It includes review of progress of the 
patient through monitoring of biochemical results, anthropometric measures, and observations of 
the patient made by relevant staff. Discharge planning is included but it is assumed that assessment 
or education are recorded as a separate nutritional intervention.
92.98 Other specified nutritional intervention 
Nutrition Consultation, NOS
92.99 Unspecified nutritional intervention.
The following clinical care activities have not been coded, as it was thought that it would be 
unlikely that they would be documented in patients clinical histories. However, they may be 
relevant to document for departmental purposes.
Development of Patient Education Material.
This activity includes the development of materials of a general/specific nature necessary for the 
provision o f dietary counselling and education.
Development of Menus/Recipes.
This activity includes the development of recipes and menus for any institution where meals are 
provided.
Patient Service Development.
This includes activities required for the development of patient treatment protocols and 
procedures and education programs. This may include reviewing current practice literature, 
planning meetings, physical environment arrangements, liaison with other health professionals.
Ward Rounds/ Clinical Meetings/Case conferences.
This activity includes attendance at multidisciplinary Ward rounds or clinical meetings to discuss 
patient care plans.
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Health promotion.
These activities enable people to increase control over, and to improve their health. This includes 
preparation and presentation of nutrition information and activities via lectures, displays, 
education programs and media in a variety of settings.
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APPENDIX V
A ppendix 4.
GUIDELINES FOR INSTALLING AND USING
DIET TERMS.
May, 1995
D e a r
Thankyou for trialing "Terms"software. Enclosed is
1.2 diskettes for installing "Terms"
2. Information on how to load "Terms"
3. Background data and information on how to use the program.
Presently "Terms" has 80 diagnoses and interventions that have had linking, mapping and 
relationship data associated with them. This is one tenth of the total number of diagnoses that 
were provided from the DAA / University of Wollongong Casemix Project. At the moment it has 
a"dummy ' patient database that you can edit, as well as diagnostic terms for malnutrition and 
diabetes. Some but not all of the interventions are also in the data base.
What I am asking you to do, is to look at the program from a concept point of view, rather than from 
any idiosyncrasies in the program as some of the relationship data does need tidying up. That is, how 
you think this program would serve as being the clinical database adopted by DAA as our National 
Standard. You only need to review this for approx 1 month and in the meantime I will send you a 
questionnaire to respond to.
If you have any queries you can phone me on (03)9499-2649 Wed,Fri
(03)9496-5011 Mon,Tue,Thur 
Fax: (030 9496-3168
TERMS - A THESAURUS o f  DIETETIC TERMS
"Tenns "is a computer based thesaurus o f clinical terms , each of which has a code assigned to 
it. The system is designed to enable highly detailed, comprehensive descriptions of patient encounters 
in ways that are clinically meaningful and which offer flexibility o f clinical expression. This 
flexibility allows clinicians to record patients with the same condition in different ways if  they 
choose. For example* patients may have Chronic Obstructive airways disease (COAD) with 
emphysema. One clinician chooses to record just COAD , another records COAD with emphysema. 
This is perfectly valid as the information is fit for their purposes. The clinician has recorded what is 
relevant to them and to the particular patient.
This system allows the formation of groups of patients which can either be very specific or very 
broad by appropriate combination of selection criteria in the different catercories. No codes are used 
but computer validation ensures consistent nomenclature.
This software is designed to record the every day care of patients. It provides a breadth of coverage 
not found elsewhere, with terms for details such as symptoms, associated comorbidities and 
interventions being listed. The depth of detail allows specialists to record their care while allowing 
generalists to record broader statements.
Terms can also provide statistical reports on the data entered. Also .because it is from "Access " 
database, reports can be written and supported by DAA.
A classification system that can be used as a clinical database needs to be computerised, as a 
classification system using more than one means of classification would make any type of data 
collection very arduous by hand. "Terms" addresses these issues in the context of the need for 
information systems that can meet both clinical and administration requirements.
There is a strong case for the development of Australian system of diagnostic and procedural 
terminology, and for this development to take advantage of advances in computer technology, 
particularly to facilitate data entry as part of each treatment episode.
DAA has by no means committed to a particular software program, but this project represents an 
important initiative in this area.
T E R M S
Th e  U se r  In t e r fa c e
T erm s is a W indow s-based  system . The u ser in teracts w ith  the  m ain w indow  show n 
below , o v e r w hich  overlapping  w indow s appear as required .
Term s confo rm s to  the  u ser in terface conventions established by M icrosoft for 
W indow s p ro d u c ts  and so should be fam iliar to  users  w ho  use  packages such as W ord  
or Excel.
The m ain w indow  com prises the follow ing com ponents:
Title B ar
The title  b a r is located  along the top  o f  a w indow . It contains the nam e o f  the 
application. T o  m ove the  w indow , drag the  title  bar.
The title  bar con tains the follow ing elem ents:
A pp lication  contro l-m enu button  
N am e  o f  the  application 
M inim ize b u tto n  
R es to re  b u tto n
1
Menu Bar
Below the Title Bar is the Menu Bar which contains the headings for the pull-down 
menus. Menus may be dropped by pointing with the mouse and clicking the left button.
Dialog Bar
Below the Menu Bar is the Dialog Bar which contains the following controls which are 
used to provide primary access to the Terms database.
1. The Find Category List Box - which you use to select one of the eight search
options, four for patient data and four for term data: -
. Date: which enables searches for all patients who had contact on the 
date you specify in the Date control.
. Date/StafF: which enables searches for all patients who had contact on 
the date you specify in the Date control for the staff member you 
specify in the Staff (St) control.
. PatID: which enables a search for the one patient who has the patient 
number you specify in the FindString control.
. PatName: which enables searches for all patients whose surname begins 
with the string which you specify in the FindString field.
. Abbrev: which enables searches for the term which has the abbreviation 
you specify in the FindString control (eg DR for Diabetic Retinopathy).
. DiagName: which enables searches for all diagnoses which contain the 
string you specify in the FindString control.
. ProcName: which enables searches for all procedures which contain the 
string you specify in the FindString control.
. TermName: which enables searches for all diagnoses and procedures 
which contain the string you specify in the FindString control.
You may specify an asterisk (*) in the FindString field if you wish to list all 
diagnoses, procedures or terms.
2. ' The Anatomy Qualifier List Box - which you may use to limit the results of a
term searches to those terms with a specified anatomy category - eg Orbit, 
Retina, etc.
3. The Pathology Qualifier List Box - which you may use to limit the results of 
term search to those terms with a specified pathophysiology category - eg 
Auto-immune, Degeneration, etc.
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4- The FindString Text Box - which you use to enter search strings for patient id, 
patient name, abbreviation or term name. For terms, you may enter up to two 
search strings separated by a semi-colon. For example, if you wish to find all 
terms whose name contains myopia and retina, you could enter 'myop;ret'. In 
all instances the search is not case-sensitive - eg the previous string will find 
Myopia, MYOPIA and myopic.
5. The Date Text Box - which is used to specify the date for the Date and 
DateStaff searches.
6. The St Text Box - which is used to specify the staff id for the Date/StafF
search. -
7. The Find Button - which is used to initiate the search once you have specified 
the search criteria.
8. The Add Button - which allows you to add a new patient, contact or problem 
list record.
9. The Del Button - which allows you to delete a patient, contact or problem list 
record.
10. The StafFButton - which allows you to access the StafFDialog Box where you 
can add or delete a staff record.
The Status B ar
At the bottom of the main window is the status bar which is used to display messages 
and show the status of the Num Lock, Caps Lock and Scroll Lock keys on the 
keyboard.
The Data Panes
Below the Dialog Bar are five 'panes' which are used to display data from the Terms 
database. The left three panes contain data relating to patients, and the right two panes 
contain term data.
1. The Patient Pane lists all patients who meet the Date, Date/StafF, PatID or 
PatName search criteria as described above.
2. The Contact Pane lists all contacts for a selected patient.
3. The Problem List Pane lists all diagnoses and procedures for a selected patient.
4. Tne top term pane is used to display those terms which meet the selection 
criteria you enter for Abbrev, DiagName, ProcName or TermName as 
described above.
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a. The Terminology hierarchy for a term you have selected from the upper 
term pane (ie all terms superior to the selected term and all terms one 
level below the selected term).
b. Related Data for a selected term - ie the subclassifications, ocular co­
morbidities, systemic co-morbidities and synonyms for a selected term.
The panes are individually sizeable but are non-overlapping - for example, if 
you pull down the bar under the patient data, the contact and problem list data 
panes are automaticall pushed down. Similarly, if you drag the centre bar to the  ̂
right, you can see more of the patient data and the term data are pushed to the 
right.
Gen e r a l  Pr o c e ssin g  F ea t u r es
At any time, only one of the panes may be selected for processing. If data are listed in 
a pane, you can use the mouse to select a row by pointing the cursor at the required 
line and pressing the left button once. The row will then be highlighted with a blue 
background. If you then select a data row in another pane, the previously highlighted 
row will remain selected but with a grey background.
You may also select a pane, even when there are no data rows displayed by clicking on 
the pane. The 'no data' message will then appear in blue rather than black to indicate 
that it is the selected pane. This option is required when adding, for example, the first 
contact for a patient or for adding the first patient.
If you double-click a data row using the left mouse button you will see the dialog box 
which enables you to edit patient, contact or problem list data, or to view term data.
The right button of the mouse is used to link to related data:
. If  you point at a patient data row and press the right button, the contact dates 
and problem list for the patient will be displayed.
. If  you point at a contact data row and press the right button, all patients who 
have contacts with the date and staff o f the selected row will be displayed in 
the patient pane.
. - If  you point at a term in the Found Terms Pane and press the right button, the 
terminology hierarchy for the term will appear in the lower term pane.
. . I f you point at a term in the Terminology Hierarchy and press the right button, 
cme of two operations will occur:
- you will expand the hierarchy down to the next level; or
5. The bottom pane is used to display tw o sets o f  data:
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you will see the  R elated  D a ta  display fo r the  selected  term .
Y ou  can alternate  be tw een  T erm inology H ierarchy  and R elated  D a ta  displays 
in the  low er te rm  pane using  the  right m ouse button .
Pr o c e ssin g  Pa t ie n t  D a t a
Selecting Patients
Y ou m ay search  fo r individual patien ts using the  PatID  o r P a tN am e search  options but 
often you  will w an t to  see a list o f  patien ts for a particu lar date  and s ta ff m em ber. To 
do this select the  D a te /S ta ff  search  option, en ter the required  date  and s ta ff id, and ■’ 
press the  Find button .
H| File Process Report View
Ternis
Date/Stafl All Anato p i All Patho Ü FindS tring | | 01/10/93 St Gardner : £ ì h $ | 1 Ô&ÉSÏÉiisCv.v.v 1 1 J L. L t !. y
Patient* (141 Date: 01/10/93 Staff. Gardner 
lime Surname GivNames Patfd Dob Sex
09:00 Jarvis Marilyn Bernadette 02112673 29/08/75 F
09:30 Armitage Geraldine Pamela 02112674 12/10/45 F
10:00 Beggs Doreen Gillian 02112678 09/10/69 F
10:30 Bishop Jane Leslie 02112690 05/02/25 F
11:00 Ingram Christine Karen 02112758 04/10/20 F
11:30 Cox Dianne 02112764 27/07/28 F
12:00 Clements Pamela Elizabeth 02112770 22/01/21 F
12:30 Russell John Jack 02112830 01/03/14 M
14:00 Parr Helen 02112871 27/06/89 F
14:30 Cox Anthony 02112895 15/12/86 M
15:00 Armstrong Leah Joan 02112896 19/09/90 F
15:30 Kellelt Kerry Leslie 02112913 22/04/91 F
IB: 00 R amsey Joan Ada 02113038 01/02/16 F
16:30 Unwin Francis Leslie 02113444 08/03/25 F
No contact dates selected
No patient diagnoses selected
m
m
m
No terms selected
No related data selected
In the  exam ple above, the P atien t Pane has been enlarged to  show  all patien ts for the 
specified  date  and s ta ff m em ber.
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E diting Patient Data
I f  you  w ish  to  change the d a ta  in a patient record , double click on the required  patient 
ro w  using  the  left m ouse bu tto n  - the  Patien t D etails dialog box will then  appear:
I t  E'le Process Beport ÿiew
Terms
fj| ! AH Anato Ì |  Al* Palho 1  Finds tiing 01/10/93 Gardner [j fjttó J  A j É J  f
Patient* { H I  Date: 01/10/93 Staff: Gardner 
Time Surname GivNames Patld
09:00 Jarvis 
09:30 Armitage 
10:00 Beggs 
10:30 Bishop
Dub Sex
Marilyn Bernadette 
Geraldine Pamela 
Doreen Gillian 
Jane P
02112673
02112674 
02112678
29/08/75 F 
12/10/45 F 
09/10/69 F
m
irò:
K:*>
No terms selected g |
11:00 Ingram Chusl gjpjj
11:30 Cox Di ani
12:00 Clements Pâme :
12:30 Russell John
14:00 Parr H elei
14:30 Cox Anthc
15:00 Armstrong Leah Síjxíí
15:30 Keüett Kerry
16:00 R amsey Joan
16:30 Unwin Franc
Patient Details
No contact dates selecte
Sr* ¿ft Nawetx 
»«te olirti»:
102112758 V M ata selected
Ingram
Christine Kar
04/10/20
6$«: F
Cancel
No patient diagnoses selected
m
m
Adding a Patient Record
To add a pa tien t record, you should select the patient pane and press the Add button  
on the  D ia log  B ar. The Patient D ialog B ox will then appear w ith em pty text boxes for 
you to  en ter patien t details.
The new  patien t record  will then be added to  the bottom  o f  the current patient list.
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L inking to the C ontact and Problem  List Data
To display all o f the contacts and problem list data for a particular patient, use the 
mouse to point to the required patient row and press the right mouse button - the 
contacts and problem list will then appear:
Terms
¡Ü File Erocess ßeport View
«Tn.M.t.n I.I'I.I i I.ITI r i '1.111 ITI'I.I i u i i i r n i i » i i n n r i m r n m i  r r r rm
Date/Staflíü All Anato Ü All Patho FindS tring g i Ü 01/10/93
Patients [14] Dale. 01/10/93 Staff: Gai drier 
Time Surname GivNames Patld Dob Sex
H ]
|10:M Bishop Jane Leslie 02112690 05/02/25 F m
11:00 Ingram Christine Karen 02112758 04/10/2t F
§ ¡ í
11:30 Cox Dianne
12:00 Clements Pamela Elizabeth
02112764 27/07/28 
02112770 22/01/21
F
F
Contacts [41 for patient: Ingram m  i
|Date Time Staff Duration I/O Ü  ]
07/09/93 09:00 Wyatt 19 G
13/09/93 12:00 Tucker 17 0
24/09/93 16:00 Collins 16 Q
m m m  ; t t ;0 Q  ;s * * hw m i O  ,
1 !
Problem List [11] for patient: Ingram m \
Name Side» Slat Date **7r i
i'll fc’.Ahopi««: H P if 7 /od
Biopsy Of Eyelid o R 07/09
rating dystrophy in other systemic 8 R 3 3/0']
Líxisicít {08.24} Atîd Repai; Of Eyelid, Op Ï D R 13/09
Repair Of Ptosis. fFasanella-Servaî 'fypoj •3 R 24/09
traction rhegmatogenous detachment (non-diabeti B A 07/09
acute retinal necrosis B A 07/09
diabetic retinopathy capillary closure peripher B A 13/0^
non-exudative age-related macular degeneration B A 24/09
degenerated conditions of the eye N A 24/09
hypotensive retinopathy B A 01 /id
ÍM 3
Gardner
No terms selected
No related data selected
m
$
ritiri
Y ou can edit and add con tac t records in the sam e w ay as patien t records.
Y ou  can  also ed it p roblem  list records by double clicking on the required  row , but the 
A dd p rocess is a little different in that you m ust add from  records m arked in the term  
R ela ted  D a ta  pane (see below ).
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Processing Term Data
A list o f terms matching the search criteria you specify is displayed in the Upper term 
pane. For example, if you are looking for terms which relate to endophthalmitis, you 
might enter 'endo' in the FindString text box and press the Find button:
¡ü Elle Process fieport yiew
Terms jiSç;'¿VS
mi
DiagName§£| All Anato H  : All P a th o l! i endo 01/10/93 ;iS| Gardner
Patients [1 4] Dat J i Teims [14]
m
m
Time Surname L Name
10:30 Bishop IÉ : 2 purulent endophthalmitis, panophthalmitis
MM
iB iitw rw w w w w | iifiS 3 Purulent endophthalmitis, unspecified
11:30 Cox 3 endophthalmitis, acute
12:00 Clements m 3 endophthalmitis, chronic •
7 other forms of onriophthalmitix
Contacts [4] for pa iijjjij 3 parasitic endophthalmitis
Date Time w) 3 other/unclassified forms of endophthalmitis pha
07/09/93 09:00 8$ 1 Syn 1 purulent endophthalmitis, panophthalmitis
13/09/93 12:00 1 Syn 2 purulent endophthalmitis, panophthalmitis
24/09/93 16:00 1 Synonym 1 for Purulent endophthalmitis unspec
¿¿¿Li
m No related data selected n
Problem List [11] fcMName m
Bepaw Oi fcchopioi
ubob:
Siopsy O: Cyefrd
retinal dystrophy in
£tidsiors A?
Rspaif Qi Ptosis. 0
traction rhegmatog sis
acute retinal necro
diabetic retinopath
non-exudative age
degenerated condi Ü
hypotensive retinol
É
m
In this exam ple, 14 candidate term s are displayed. Y ou can view  all o f  the data 
associated  w ith  a term  itse lf (including a descrip tion) by double-clicking w ith the left 
m ouse b u tto n  on  the required term .
To re trieve  m ore  inform ation about a particu lar term , point to  the relevant term  and 
press the  right m ouse bu tton  - you will then  see the Term inology H ierarchy in the 
low er te rm  pane:
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m i Term s
Hi £Hc process Report View mm
DiagNamo mMad All All P a th o l« ; endo Oat* 01/10/93 I*  Gardner p j l l P j l S ^ f l l l l
Patients [141 DaiHg 
Time Surname
T arms [14] 
L Name
M
110:30
w w
11:30 Cox 
12:00 Clements 1
Contacts [4} lor pa 
Dale Time
07/09/93 09:00 
13/09/93 12:00 
24/09/93 16:00
mM
undent endophthalmitis, panophthalmitis
3 Purulent endophthalmitis, unspecified 
3 endophthalmitis, acute 
3 endophthalmitis, chronic
2 other forms of endophthalmitis
3 parasitic endophthalmitis
3 other/undassified forms of endophthalmitis pha 
1 Syn 1 purulent endophthalmitis, panophthalmitis 
1 Syn 2 purulent endophthalmitis, panophthalmitis 
Synonym 1 for Purulent endophthalmitis unspec
m
Problem List [11 ] ft 
Name m
ilepaj? Of Lctrspio 
Biopsy Of Lyefid 
retinal dystropf;y in 
F .w is io n  (0 8 .2 4 ) A? 
Repai? Of Pfo?is. (8; 
traction rhegmatog; 
acute retinal necro 
diabetic retinopath| 
non-exudative age 
degenerated condif; 
hypotensive retinoil
T erminology Hierarchy [7] 
L Name
1 disorders of the globe................... .....  ... y
3 Puruienl endophthalmitis, unspecified 
3 endophthalmitis, acute
3 panophthalmitis
3 endophthalmitis, chronic
3 vitreous abscess
Y ou m ay use  the  right m ouse bu tton  in the low er term  pane to either expand the 
T erm inology H ierarchy for a selected term  or access the R elated  D ata for a term. In 
the exam ple above, the level 3 term s are at the low est level o f  the 'purulent 
endophthalm itis, panophthalm itis' branch (the low est level is indicated by the fact that 
the typeface  is norm al not bold). I f  you select one these level 3 term s in this example 
the R ela ted  D a ta  for the te rm  will be displayed.
Y ou m ay, how ever, w ish to  see w hat term s appear below  the level 1 term  disorders o f  
the globe'. I f  you select this term  w ith the right m ouse bu tton  you will see its place in 
the T erm ino logy  H ierarchy (all superiors and one subordinate level) as follows.
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fH D*e Process ßcport ÿiew
Patients [14] Oat 
Time Surname
T arms [14] 
L Name
Term s:
D ia g N a m e iUm«All Anato W:¡to All Pathoi jendo 01/10/93 M  g ardnei \ iisi$ ! M M  8$$ ! iSÔfô:
Contacts [4Ï lor païj^ 
Date Time ™
07/09/93 09:00 
13/09/93 12:00 
24/09/93 16:00
w m m m m m
it endophthalmitis, unspecified 
endophthalmitis, acute 
endophthalmitis, chronic 
other forms of endophthalmitis 
parasitic endophthalmitis 
other/undassified forms of endophthalmitis pha 
Syn 1 purulent endophthalmitis, panophthalmitis 
Syn 2 purulent endophthalmitis, panophthalmitis 
Synonym 1 for Purulent endophthalmitis unspec
i
Problem List [11] fc|j|
Mepair Of Leiropio; fH 
Biopsy Oi f-yafid . 
retinal dystropfry | |  
F.xcrsion [08.24) 
Repair Of Pinsio, \} 
traction rhegmatog W. 
acute retinal necro f f  
diabetic retinopath || 
non-exudative age §£ 
degenerated condi 
hypotensive retinof
T.r'.'':1.1.'.1 ■... ■ . .Wi n;
Terminology Hierarchy [10] 
L Name
1 disorders of the ulobe
2 purulent endophthalmitis, panophthalmitis 
2 other forms of endophthalmitis 
2 degenerative disorders of the eye 
2 hypotony
2 degenerated conditions of the eye 
2 retained [old] intraocular foreign body, magnet 
2 retained intraocular foreign body, nonmagnetic 
2 other disorders of the globe
2 unspecified disorders of the eyeball
If, alternatively, you select the first o f  the level 3 term s you will see the following 
R elated  D ata:
iTefmöj
H  File Process Report View
DiagName !üj|j I All A n a to li : All Patho endo
P'atients [14] Dat W  :
Time Surname m  :
10:30 Bishop M i  i
t i l l »  fugs am Sli1 :
11:30 Cox
12:00 Clements H J
Contacts [4] for pa
Date Time
07/09/93 09:00 
nynQ/QT 1 9 -nn
:
■ U J /  J J  1 Cm U U
24/09/93 16:00 
11.98
M i¿ùLû :
Problem List [11 ] ft M \
Name
Repair Df £cf?opic: Ü J
Sropyy Of Eyelid
dystrophy hx
Fxciskm {M. 24} A?
Rppait Of P?es?s. (?
traction rhegmatog
acute retinal necro
diabetic retinopath SSÎ :
non-exudative age-
degenerated condtl
hypotensive retinoi
W \
:&&& 01/10/93 j:Sl Gardner i; :£iftd§: : iSïafl
Name
cat. dbdophthato&fe, pahophthalm iti*|ffl ® :
Puruient endophthalmitis, unspecified 
3 endophthalmitis, acute 
3 endophthalmitis, chronic
2 other forms of endophthalmitis
3 parasitic endophthalmitis 
other/unclassified forms of endophthalmitis pha 
Syn 1 purulent endophthalmitis, panophthalmitis
Related Data [15] 
L Name
Preferred Term
"  Purulent endophthalmitis, unspecified 
Occular Co-morbidities 
2"M pan-uveitis
2 myopic, CRNV'M, 200+ microns from fovea 
2*“ other metalloses, ocular 
1 Systemic Co-morbidities 
RPE rin
foreign body in anterior chambGiv magnetic
1 Synonyms
2 Synonym 1 for Purulent endophthalmitis unspec
2 Synonym 2 for Purulent endophthalmitis unspec
2 Synonym 3 for Purulent endophthalmitis unspec
2 Synonym 4 for Purulent endophthalmitis unspec
2 Synonym 5 for Purulent endophthalmitis unspec
mlV»V1
n
m
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It is th e  R ela ted  D a ta  screen from  w hich you  can select d iagnoses (o r procedures) to  
add to  th e  curren tly  selected  patient's problem  list. To do this, you  m ust m ark the 
requ ired  te rm s by poin ting  at the  relevant row s, one by one, and pressing the left 
m ouse  b u tto n  w hilst holding dow n the C trl key. Y ou m ay unm ark  m arked row s by 
repeating  th is process.
M ark ed  ro w s are  indicated  by tw o  asterisks follow ing the  te rm  level num ber. In the 
above exam ple, in addition  to  the P referred  Term  itself, tw o  ocular co-m orbidities and 
one system ic co-m orb id ity  have been m arked.
T he first p re fe rred  te rm  you select m ust be the principal diagnosis. Y ou  may return to 
this te rm  at any tim e by clicking the right m ouse bu tton  anyw here in the heading area 
o f  the  R e la ted  D a ta  pane (ie betw een the m ovable bar and the line under the headings).
W hen all o f  the  requ ired  row s have been m arked, select the Problem  List pane and 
press th e  A dd bu tton . Subject to  certain checks by the system  for duplication or 
incom plete  o r erroneous selection, the term s will be added to  the patients problem  list.
I f  you  do no t w ish to  add data  from  this P referred  Term  to the problem  list you can 
re tu rn  to  the  term ino logy  hierarchy by clicking the right m ouse bu tton  on the preferred 
term .
Adding Terms to the Problem List
Y ou may, alternatively, select any o ther term  w ith the right m ouse bu tton  and display 
its p lace in the  term inology hierarchy.
Terms
m File Process Report View
DiagName W- All Anato m All Patho m- endo Wm 01/10/93 Gardner Find A d d !D e l!S ta rt
Patients [141 Date: 01/10/93 
Time Surname GivNames
Staff: Gai
10:30
m m
11:3
12:0
Bishop
H i
Jane Leslie
ì l i
a p
Coni
Date
07/(
13/t
24/Í
fym
Profc
Mam
He*}
nitïç
kif
•taci
Terms [14] 
L Name
|2 purulent endophthalmitis. panophthalmitis 
3 Purulent endophthalmitis, unspecified
: Confirm Terms to Add to Problem List
B Purulent endophthalmitis, unspecified ; :;'r
* pan-uveitis
4 other metalloses, ocular
J foreign body in anterior chamber, magnetic
m
Catte*!-! ¡ ¡ Bilateral m • èaïtfc' 01/10/93
traction rhegmatogenous detachment (non-cg|> 
acute retinal necrosis
diabetic retinopathy capillary closure pedph 
non-exudative age-related macular degener 
degenerated conditions of the eye 
hypotensive retinopathy
7w,l,,foJeigrr5oc5m
1 Synonyms
2 Synonym 1 for Purulent endophthalmitis unspec
2 Synonym 2 for Purulent endophthalmitis unspec
2 Synonym 3 for Purulent endophthalmitis unspec
2 Synonym 4 for Purulent endophthalmitis unspec
2 Synonym 5 for Purulent endophthalmitis unspec
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Th e  St a f f  D ia lo g  B ox
T he ‘S ta f f  b u tto n  on the dialog bar (o r the  P rocess: S ta ff m enu option) allows you to  
find, add  and delete s ta ff records. N o te  tha t you  cannot delete a s taff record  whilst 
patien t con tac t records exist fo r that s ta ff m em ber. N o r can you change the staff 
m em ber inform ation once it is added (except th ro u g h  delete and add).
W hen you add a contact record , the  nam e o f  the  s ta ff m em ber in the dialog bar will 
appear by default. Y ou  m ay change this nam e bu t a legal s ta ff code m ust be entered. 
Y ou  can e ither type in the  required  staff code o r you  can use the Select bu tton  in the 
S ta ff D ialog  B o x  to  select the  s ta ff nam e into the  s ta ff contro l in the dialog bar.
N o te  tha t s ta ff code m ust be unique but is not case sensitive - G ardner is not -
differentiated from  G A R D N E R .
Terms
¡§§ File Process Report View
DiagName& All Anato Sift All PathoilÜ :l i i . i . n ll i i i i im tW f f : endo 01710/93 m Gardner mmiWM tm ;S Ä
Patients (141 Date: 01/10/93 Staff: Garij 
Time Surname GivNames Pa^
Tenns (14] 
L Name
10:30 Bishop
i 1:30 Cox 
12:00 Clemen
Jane Leslie 02
iöü
nò
Ppaiyiçnt 
3 Purulent endophthalmitis, unspecified
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Name
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Code:
Gardnei John
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Of Ptaslis, Type)
traction rhegmatogenous detachment (non-t|; 
acute retinal necrosis 
diabetic retinopathy capillary closure periph 
non-exudative age-related macular degener 
degenerated conditions of the eye 
hypotensive retinopathy
¡¿¡Ht
foreign body in anterior chamber, magnetic 
Synonyms
Synonym 1 for 
Synonym 2 for 
Synonym 3 for 
Synonym 4 for 
Synonym 5 for
Purulent endophthalmitis unspec 
Purulent endophthalmitis unspec 
Purulent endophthalmitis unspec 
Purulent endophthalmitis unspec 
Purulent endophthalmitis unspec
To display the list o f  s taff - press the dow n arrow  in the list box. Y ou may then scroll 
or press the  up /dow n arrow  keys to  display the  full nam e o f  the s taff m em ber w hose 
code is highlighted. The codes are in ascending o rder and you can enter the first 
character o f  a required  code to  m ove rapidly to  the b lock  containing the code.
To select a s ta ff m em ber and copy the s ta ff code to  the dialog bar - press ‘Select .
T o  add.& s taff record  - en ter the s taff code and nam e and press the A dd button.
T o  delete a s ta ff record  - select the s taff code in the  list box  and press the D elete 
bu tton .
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R e p o r t s
Print F ont •
Before you attempt to print any reports, you should use the Report:Print Font menu option to 
select a font appropriate for your printer. Depending on the font characteristics, a point size of 
10 or 12 is normally appropriate. If  you select a very large font you may get a message 
informing you that there is insufficient space for the field values. Some fields will automatically 
be truncated (such as names) in an attempt to fit the data onto a page, but numeric values will 
not be truncated. If  you see this message you can choose a smaller font, reduce the left/right 
margins or select landscape orientation rather than the default o f portrait. Similarly, if you 
have long diagnosis names which you do not wish to have truncated, you may use these 
options
Page Setup
You may also wish to use the File:Page Setup menu option to set the margins which are 
specified in inches and default to 0.5” for left, right, top and bottom margins. Note that the 
margins apply within the printable area of the page as defined by the selected printer. Hence 
the margins on the printed output may be slightly larger than the specified margins.
Print Setup
If you wish to change printer characteristics, use the File:Print Setup option to select the 
required printer and options such as orientation (portrait or landscape), paper size or paper 
source.
Terms will automatically store your latest report options in the terms.ini file in the Windows 
directory.
Report Types
The following reports can be generated:
1. Patient List - showing the list of patients appearing in the top left pane of the Terms 
main window. This may be, for example, a list of all patients for a particular date/staff 
member or a list of all patients for a particular date, or all patients whose surname 
begins with the letter A.
2. Patient History - showing the details in the three left panes of the Terms main window.
3. Patient Contact by Staff Member.
4. Patient Contact by Principal Diagnosis.
5. Patient Contact by Principal/Secondary Diagnosis.
13
For repo rts  3 to  5 you  can select a  subset o f  s ta ff from  the s ta ff list and nom inate the range o f  
dates (o f  con tac t). F o r  repo rts  4 and 5, a diagnosis sum m ary across all s taff may be produced.
When you select the  Patien t List o r Patient H isto ry  reports, you can select the Preview  option 
to view the  rep o rt on  screen o r select the P rin t op tion  to  ou tp u t the report to  the printer.
Report Selection C riteria Dialog Box
When you select rep o rts  3 to  5 you will see a dialog box  as show n below:
Terms
s Elle Process ßeport yiew
DiagName * All Anato fÜ  ; A ll Patho * l& a te  01/10/93 I I I  Gardner ; =A&fi iPfepi! S teffiT
Patients [1 
Time Su
d m m m
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Terms [2991 
L Name
H
09:30 Ai 
10:00 B< 
10:30 B 
11:00 In 
11:30 C< 
12:00 Cl
Contacts
Date
21/10/93
22/10/93
23/10/93
24/10/93
Problem L 
Name
Report Selection Criteria
Hark ¿fenff * fogy«* ter kit ' I I !  :.S' % il ¿teff !
Adcock.... Adcock Barry m
Agnew Agnew James Jacob
Appleby Appleby Ida Anne
Aspinall Aspinall Mary Bernadette
Barrett Barrett Margaret Kylie
Beasley Beasley Francis Barry
Bingley Bingley Robert
Blair Blair Kylie
Chappell Chappell Andrew David
Close Close James Jack
Collins Collins Jacob
Freeman Freeman Leslie Karen
Gardner Gardner John
Gilmore Gilmore John
Hamilton Hamilton Martin
■Ifawn ......... ---------- ItuMwauUaid-------------------------------------- ¿4
Di
Purulent < 
pan-uveiti 
RPE rip
myopic, C R N VM , 1-200 microns 
pan-uveitis
Purulent endophthalmitis, unspecified 
retinal nerve fibre bundle defects 
anterior segment ischaemia (hypotony) 
Hypotony, unspecified
01/10/93
EntfBateD 31/10/93
Print Preview
Print
Cancel¿WriwiwiiiriViVi
Synonym 5 for Purulent endophthalmitis unspec
If you w ish to  p roduce  a report for all staff, do not select any staff from  the staff list box. I f  
you w ish to  select one o r m ore staff, hold dow n the Ctrl key and click on each required staff 
name. I f  you accidentally  select a s taff m em ber you do not w ish to  include, keep holding the 
Ctrl key dow n and click again to deselect the name. Y ou may select a maximum o f  50 staff 
members at a time.
If you select the  ‘Sum m arise across all s ta f f  check box, ra ther than get a list for each staff 
member, you  will get an aggregation  across all (selected) staff. This option does not appear for 
the Patien t C ontact by S ta ff M em ber report since a to ta l across s taff is autom atically 
produced.
You m ay en ter an inclusive date range to p roduce a report for, for example, the m onth o f  
O ctober as show n above.
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Note tha t the tim e taken  to  generate  reports is d irectly  related  to  the selection criteria you 
enter. I f  you  w ish to  p roduce a  repo rt over a 12 m onth  period fo r 200 staff, expect to  w ait a 
considerable tim e before the repo rt pops out. '
From the  R epo rt Selection C riteria dialog box  you  have the option  to  press the Print Preview  
or Print bu ttons (o r Cancel i f  you change your m ind about generating the report). It is good 
practice to  use the  Prin t P review  bu tton  to  m ake sure that the report looks like your 
expectations and that, fo r exam ple, you haven’t fo rgo tten  to  sw itch the printer from  landscape 
to portrait o r vice versa.
On the Prin t P rev iew  screen you can zoom  in and out (3 sizes) and m ove from  page to  page 
and, w hen ready, e ither press the Print bu tton  o r the  C lose bu tton  to  cancel printing o f  the 
report. .
mi Terms
,a wwtYawttwfflvnTrrrf:* :: Urffn^iriwÏ&:aWivo-ivjrmftg:
12:04 13/09/95 Patient Contact Sum m ary bv Principal Diagnosis Page 1 I
01/10/93 to 31/10/93 |
Staff: Aspinall Marv Bernadette
s
5
Principal Diagnosis Contacts Hours
:<
I
<
prim ary hypotonv 1 0.48
s
fore iqn body, intraocular, other or multiple lo 1 0.37 I
serous detachment sensory retina 1 0.38
traction rheqm atoqenous detachment (non-diabeti 2 0.72
BRVO, w ith  NV 1 0.50 |
venous enqorqement (venous stasis retinopathy) 1 0.27
juvenile ret'moschisis 1 0.27
Total 8 2.98 I
I
m
m i n
From the P rin t P rev iew  screen you can then press the Print bu tton  to  output the report to the 
printer.
If you press the Print bu tton  on the Print P review  screen you will see the num ber o f  pages 
which will be ou tput. ( I f  you choose the Print bu tton  from  the R eport Selection Criteria dialog 
box, you can leave Term s to paginate the rep o rt and then ou tpu t it to the printer but you will 
not see the. num ber o f  pages it will create in the  Prin t dialog box).
If you select Print Preview and then realise that you wish to change one or more printer 
options you should press the Close button, use the File:Print Setup menu option to modify the 
printer settings and then repeat the Print Preview. <
N.B. You should use the F ile:Print Setup m enu option rather than the ‘Setup... ’ button on 
the Print dialog box as shown below:
Use this option Not this option
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Initialisation Options
You can use the TERMS.INI file (normally located in the Windows directory) to set the 
following options:
[settings]
! Source=Op Terms 
I File=term.dat 
Italic=no 
Check=PD 
10=1
ListBoxl=All Anatomy 
ListBox2=All Pathophys 
Side=Yes
Source
By default, Terms will look for an ODBC data source called ‘Terms’. If you wish to change 
the data source name it may be changed as shown in the example above.
File
Similarly, by default, Terms will look for a file called TERM.DAT in the same directory as the 
TERMS.EXE file. You may use this option to enter a different name.
; Italic
May be set to yes or no. If it is set to yes, type ‘N ’ and type ‘X ’ terms will be displayed in 
(bold) italics in the Terminology Hierarchy pane. If set to no, they will appear in bold only.
Check
May be set to All or PD. If it is set to All, then a check will be made for all selected terms (to 
be added to the Problem List) for the appropriate number of ocular and systemic 
comorbidities, associated procedures, and diagnoses. If set to PD (or anything but All), only 
the principal diagnosis is checked.
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Use this option to set the default value for contact records - 1 for inpatient and O (the letter) 
for outpatients. If  not specified, I is assumed.
ListBoxl and ListBox2
There are two list boxes in the dialog bar which can be used to specify selection criteria when 
searching for terms. By default, the first entries in the list boxes are ‘All Anatomy’ and ‘All 
Pathophys’. You may use these options to change these entries.
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Side
For opthalmology, the attribute ‘side’ is available to specify left, right, both or none. The 
appearance of this field may be suppress by specifying Side=No. The default is Side=Yes.
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Installing  Term s
There are two sets of files to install - the Terms files and the ODBC files. You should install 
the Terms files first.
Installing the Terms Files
Create a directory for the terms files and, from the DOS prompt, select it - make sure that you 
are in the correct directory before copying the Terms files. For example:
md t e r m s  
c d  t e r m s
Put the Terms diskette in the floppy disk drive (a: is assumed below) and enter: „
c o p y  a : \
Installing ODBC 2.0
The ODBC setup files must be stored in a temporary directory which you can remove after 
ODBC has been installed (see below).
Create a directory for the ODBC files and, from the DOS prompt, select it - make sure that 
you are in the correct directory before unpacking the ODBC setup files. For example:
md o d b c  
c d  o d b c
Put the second ODBC diskette (ODBC Disk 2) in the disk drive (a: is assumed below) and 
enter:
a : p k u n z i p  a :o d b c  
You will be prompted to change diskettes.
From the Windows Program Manager use the File:Run menu option to run the setup.exe 
program in the newly created ODBC directory. When the 'Install Drivers' dialog box is 
displayed, select only the first entry - 'Microsoft Access Driver (*.mdb)' - by clicking on it and 
pressing the OK button.
After loading the necessary files, setup will display a dialog box if you have an earlier version 
of ODBC on your system asking you if you wish to reassign data source names. Press the 
Cancel button - do not press the OK button.
Setup will then display any existing ODBC data sources on your system. If you have a 
previous version of Terms installed on your PC you should see its data source name.
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You can assign a data source name to Terms version 3.0 at this point (or you may do it later 
using the ODBC icon in the Windows Control Panel. To do it now:
1. Press the Add button.
2. Select the driver - Microsoft Access Driver (*.mdb)'. Do not select 'Access Driver 
(*.mdb)' since that is the ODBC 1.0 driver.
3. Enter the data source name (eg Terms) and the description (eg Terms) and press the
Select button to select the terms.mdb file in the Terms directory. You may use a 
different data source name if you wish but you should then edit the terms.ini file in the 
Windows directory to specify the name you have chosen on the Source= statement 
under the [Settings] heading (see previous section). .
4. Press OK - if you used the names above, 'Terms (Microsoft Access Driver (*.mdb))' 
should appear in the list of data sources now displayed.
5. Press the Close button and you should see a success message from ODBC setup.
When you have completed the ODBC installation, you may delete the files from the ODBC 
directory which you set up and delete the ODBC directory. You can accomplish this using the 
Windows File Manager by selecting the ODBC directory and pressing the Del key and then 
selecting the ‘Yes to all’ button.
Use the File:New menu option in the Windows Program Manager to setup up an icon for 
Terms.
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DIET TERMS 
DATA BASE
lev ________ name term type abbrev side icd9 mbs anati path mma minb
1 Nutrition consultation 01 P NC N a 0
2 Nutrition screening 01.1 P NS N 0 0
2 Nutrition assessment 01.2 P N , 0 0
3 Diet history * 01.21 P N 0 0
2 Nutrition counselling 01.3 P NC N 0 0
3 Preventative nutrition counselling 01.31 P PNC N 0 0
1 Patient food service 02 P FS N 0 0
2 Provision of therapeutic diet 02.1 P N 0 0
3 Provision of Enteral formula 02.11 P N 0 0
3 Provision of parenteral formula 02.12 P N 0 0
1 Progress review 03 P PR N 0 0
1 Research 04 P R N 0 0
1 Discharge planning 05 P D/CP N 0 0
1 Ward rounds 06 P WR N 0 0
1 Diabetes with renal manifestation 105 N N 250.4 01 0 0
2 Diabetic Nephropathy 105.1 D N 250.4 01 0 0
1 Uncontrolled diabetes 106 N N 250.9 01 02 *0 0
2 Diabetes for stabilisation 106.1 D N 250.9 01 0 ' 0
3 Diabetic complications 106.11 D N 250.9 01 0 0
1 Diabetes 250 N DM N 250 01 0 0
2 DiabetesrType 2 250.1 D Type 2D N 250 01 0 0
3 Diabetes .Steroid induced 250.12 D N 251.8 01 0 0
2 DiabetesrType 1 250.2 D Type 1 D N 250.01 01 02 0 0
3 Diabetic ketoacidosis 250.21 D N 250.11 01 0 0
4 Accelerated ketoacidosis 250.211 D N 250.11 01 0 0
3 Hyperinsulinism 250.22 D N 251.1 01 0 0
2 Diabetic coma 250.3 D N 250.31 01 02 0 0
2 Hypogfycaemia 250.4 D N 251.2 01 0 0
2 Diabetes Insipidus 250.5 D N 253.5 01 0 0
2 Diabetic abscess 250.7 D N 250.7 01 0 0
2 Hypergtycaemia 250.8 D N 270.7 01 02 0 0
2 Diabetes with complications 250.9 D N 250.9 01 0 0
1 Malnutrition 263 N N 263.9 01 0 0
2 Protein malnutrition 263.1 D N 260 01 0 0
3 Protein energy malnutrition,mild 263.11 D Mild PEM N 263.1 01 0 0
4 Protein energy malnutrition .moder 263.111 D Mod PE N 263 01 0 0
5 Protein energy malnutrtition,sever 263.1111 D Severe P N 262 01 0 0
2 Protein energy malnutrition 263.2 D PEM N 263.9 01 0 0
2 Loss of weight due to malnutrition 263.3 D N 261 01 0 0
2 Nutritional Inadequacy 263.4 D N 269.9 01 0 0
2 Undemutrition 263.5 D N 269.9 01 0 0
2 Malignant malnutrition 263.6 D N 260 01 0 0
2 Growth retardation due to malnutrit 263.7 D N 263.2 0 0
2 Hypoproteinaemia 263.8 D N 273.8 02 0 0
2 Hypoaibuminaemia 263.9 D Low alb N 273.8 02 0 0
1 Vitamin/ Mineral defeciendes 266 N N 0 0
2 Calcium defidency 268.1 D N 269.3 0 0
2 Vitamin B12 defidency 266.2 D N 266.2 0
0
2 Folate Defedency 266.3 D N 281.2 0
0
2 Nutritional anaemias 266.4 D N 281 0
0
3 Iron defidency anaemia 266.41 D N 280.9
0 0
3 Macrocytic anaemia.Nutritionai 266.42 D N 281.2
0 0
1 Diabetes ANAT01 H N
0 0
1 Renal ANAT02 H N
0 0
1 Assodaied Comorbiditites OC H N
0 0
1 Weight loss PATH01 H N
0 0
1 Hypergtycaemia_________________ PATH02 H N
0 0
1 Preferred term PT H N
0 0
1 Systemic Comorbidities SC H N
0 0
1 S u b  classification SUB H N
0 0
. 1 Synonyms SYN H N
0 0
paiid surname givname dob sex
Q2100114 Scott Evan 4/1 ono M
02100143 Soul Irene 8/1/14 F
02100187 Barrett Elizabeth 28/12/14 F
02100188 Venables • ■ Gay 20/8/74 F
02100229 Aftchison Kelly Margaret 4/1/07 F
02100262 Fitzgerald Karen 11/3/87 F
02100291 Pritchard John Griffiths 4/5/91 M
02100294 Aspinall Barry Jerry 14/8/89 M
02100296 Page Barbara Annette 19/4/84 F
02100381 Taylor Robert Leslie 15/3/23 M
02100390 Kerr Gordon 24/4/25 M
02100402 O'Connor Alan 26/6/25 M
02100410 Law John 5/12/18 M
02100422 Perry Marlene 26/9/11 F
02100454 Turnbull Nora 29/4/15 F
02100609 Lemmon Leslie Patricia 16/10/90 F
02100611 Parker Nicholas Barry 15/7/84 M
02100638 Quaid Anthony Andrew 20/2/22 M
02100718 Parkinson Mary Ida 22/6/10 F
02100720 Unwin Leah Dianne 5/11/13 F
02100721 Parr Lee David 5/1/27 M
02100722 Rossitor Gillian 9/1/11 F
02100723 Smith Margaret 9/1/15 F
02100725 Weeks Anne 24/3/17 F
02100728 Yabsley Jean Jane 24/7/29 F
02100752 Savage Mark 21/5/05 M
02100774 Billings James Julian 17/6/17 M
02100778 McCabe Geraldine 26/9/72 F
02100780 Kellett Gregory 24/9/77 M
02100782 Kellett Gillian 15/11/89 F
02100953 Aspinall James John 25/9/87 M
02100954 Lindsay Patricia 5/10/84 F
02100955 Variey John Peter 20/10/74 M
02100982 Remington Alfred 1/1/34 M
02100983 Goddard Kelly Bernadette 6/7/87 F
02100984 Spencer Elizabeth 4/4/91 F
02100994 Jackson Chester Alan 2/1/30 M
02101079 Russell Elizabeth Anne 19/8/38 F
02101087 Ingram Joan 13/6/34 F
02101090 Moore Geraldine Joan 18/2/31 F
02101234 Mulligan Andrew 7/11/15 M
02101332 Skelton Griffiths 18/8/29 M
02101340 Pollard Andrew George 2/1/45 M
02101348 Sanders Lawrence 3/11/31 M
02101434 Adcock Jeffrey 17/2/22 M
02101441 Smith Lindy Patricia 15/9/16 F
02101519 Shepard Margaret Joan 31/10/20 F
02101552 Sommers Barbara 18/10/06 F
02101580 Swain Kylie Jane 17/4/08 F
02101581 Quinlan Herbert 24/12/15 M
02101582 Robertson Steven Jacob 24/6/14 M
02101583 Lacey Joan 15/5/14 F
02101718 O ’Brien Leonard Nicholas 7/11/88 M
02101725 Lockwood Alan 26/2/91 M
02101727 Hart Thomas 28/12/86 M
02101795 Yabsley Stewart 20/1/14 M
02101856 Moore Gay Barbara 4/2/16 F
02101968 Gunn Barbara 5/12/21 F
02102025 Connor Nora Gillian 4/1ÍV04 F
02102076 Handley John 17/12/87 M
02102108 Lindsay Francis Jerry 23/3/90 M
02102228 ... Irvine Fay 9/7/28 F
02102361 Haynes David 18/12/08 M
02102362 Thom Margaret Elizabeth 24/12/13 F
02102480 Randall Lisa 10/5/13 F
palici surname grim ame dob sex
02102560 Unwin Alan Steven 23/10/28 M
02102564 Jarvis Jane Elizabeth 8/8/15 F
02102728 Hewitt Ada Gillian 26/9/72 F
02102821 Waison • Jean Erica 19/6/02 F
02102839 Thorp Joanne 31/1Q/07 F
02102840 Kendall Jane Anne 14/12/27 F
02102842 Knowles Ida 20/7/16 F
02102851 Jenkins Bernadette Margare 2/12/03 F
02102852 Wade Anthony 14/8/16 M
02102859 Thom Elizabeth 19/8/04 F
02102864 Ash Pamela Christine 20/4/05 F
02102903 Swain Debbie Irene 13/11/03 F
02102915 Thomson Fay 13/7/07 F
02102977 Chive rs David 17/7/47 M
02102985 Seileck John Jacob 28/7/08 M
02103130 Turnbull Pamela 11/8/27 F
02103192 Higgins Stewart 26/8/24 M
02103217 Perry Bien 1/10/29 F
02103349 Lyons Anthony James 11/4/91 M
02103353 Smith Gregory 15/6/87 M
02103359 Hackett Alan Gregory 25/2/90 M
02103417 Leavers Anthony Edward 4/1/86 M
02103507 Jarvis Jeanette Kylie 5/5/26 F
02103644 Hackett Leslie 22/12/28 F
02103686 Yates Robert Andrew 26/9/88 M
02103720 Rossitor Anthony 16/9/84 M
02103721 Clifford Jane 13/4/81 F
02103722 Becker Cheryl Elizabeth 1C/1/88 F
02103724 Wheeler Margaret Ellen 13/6/91 F
02103745 Shipton David 6/11/91 M
02103987 Chivers Leslie Francis 8/4/22 F
02104004 Lincoln Griffiths Jerry 6/4/56 M
02104081 Riddell Lindy 15/7/89 F
02104102 Mulligan Jacob Anthony 23/3/87 M
02104103 Collins Kelly Bien 31/8/89 F
02104111 Freeman John Anthony 13/6/91 M
02104121 Adcock Gordon 28/4/43 M
02104128 Rossitor Leah Christine 18/6/90 F
02104404 Glover Irene Barbara 24/7/27 F
02104405 Jordan Jerry Alan 11/9/43 M
02104681 Clarke Cheryl 11/9/01 F
02104685 Adcock Margaret Karen 8/1/28 F
02104688 Gibson Arnold Gregory 21/5/05 M
02104713 Alcott Mary 7/3/22 F
02104811 Lacey Geraldine 18/5/06 F
02104849 Ford Bernadette 16/12/12 F
02104871 Quinlan Joan Gay 7/8/11 F
02104891 Pritchard Elizabeth Helen 21/4/05 F
02104971 Watson Arnold 13/8/84 M
02104977 Fleminq Uoyd 13/6/12 M
02104993 McAlister Geraldine 15/1/85 F
02104999 Morrison Justin 22/4/86 M
02105057 Long Mark Griffiths 8/8/01 M
02105279 Lemmon Margaret Joan 14/12/25 F
02105282 Cochrane Cheryl Christine 28/11/11 F
02105328 Pearson Jean 5/8/91 F
02105332 Qarke Lindy Helen 16/6/16 F
02105359 Belmont John Jack 19/2/91 M
02105360 Miller Dianne Kerry 7/10/86 F
02105367 Handley James 16/2/86 M
02105491 Darby John David 9/9/36 M
02105492 ... Danby Jeffrey Jack 26/10/22 M
02105500 Quinlan Anthony John 22/12/82 M
02105544 Lemmon Edward 15/7/85 M
02105813 Jarvis Kylie 22/1/87 F
Batid surname gh/name dob sex
02105814 Lennon Jacob George 10/3/88 M
02105819 ' Ambrose Lloyd Robert 18/7/20 M
02105837 ~ Smith Louise Elizabeth 1/7/75 F
02106238 Vickers • Karen Anne 17/3/19 F
02106240 Glover Richard 22/6/32 M
02106251 Jarvis Edward Godfrey 9/4/19 M
02106263 Becker Gay Jane 25/11/03 F
02106362 Vartey Arthur Griffiths 29/5/12 M
02106385 Woodford Griffiths Daniel 8/5/46 M
02106489 Keileft Le ah Geraldina 10/1C/04 F
02106504 Smith Jean Karen 19/7/85 F
02106511 North Joan 25/11/88 F
02106513 Smith Jean 1/2/17 F
02106525 Shepard Andrew Anthony 21/1/92 M
02106662 Variey Jerry 12/1/79 M
02106917 Morrison Richard 27/4/81 M
02107179 Farrell Jean Elizabeth 27/7/19 F
02107180 Beggs Steven Robert 4/2/09 M
02107181 Aldridge Jack John 31/1C/24 M
02107249 Stevenson Margaret 18/4/12 F
02107311 Pollard Andrew Gerald 14/8/12 M
02107334 Sterling Jeffrey 4/4/90 M
02107335 Donnelly Evan 15/2/81 M
02107341 Simpson Jeanette 30/10/91 F
02107346 Jones David Andrew 9/12/86 M
02107579 Barnes Francis Juliette 16/10/25 F
02107591 Nelson Herbert Robert 23/8/15 M
02107851 Robertson Jane Doreen 17/1/02 F
02107884 Robertson Barbara 30/7/11 F
02107993 Vickers Andrew Evan 10/4/20 M
02107999 Parker Ada Joanne 8/4/22 F
02108005 WHcox Margaret Gabrielle 12/10/17 F
02108068 Venables Joan Anne 9/10/12 F
02108114 Lindsay Irene Leah 7/8/11 F
02108116 Sterling Gerald Jack 1/11/03 M
02108138 Leavers George Justin 13/6/06 M
02108156 Kirby Joanne Leslie 31/7/20 F
02108225 Archer Jane 24/10/85 F
02108226 Southwell Gabrielle 22/11/89 F
02108396 Skelton Helen 7/11/12 F
02109489 Ford Mary Gillian 22/11/16 F
02109520 Zoller Joan Jane 13/10/22 F
02109524 Barton Kenry 15/10/19 F
02109554 Shepard Leslie 30/11/90 F
02109623 Ashcroft Elizabeth 26/3/22 F
02109625 Tucker Joan 9/8/17 F
02109701 Leavers Chester 16/2/05 M
02109755 Davies Leslie 1/2/17 F
02109793 Beggs Leslie Gabrielle 5/8/83 F
02109795 Smith Jack 2/3/89 M
02109821 Lyons Jane Erica 20/2/88 F
02109881 Jessop JufianBany 28/9/51 M
02109974 Dawson Griffilhs Arnold 4/1/21 M
02110197 Townsend David Peter 13/9/89 M
02110198 Kemp Joan 17/1/85 F
02110199 Sommers Karen Erica 12/5/82 F
02110207 Lake Lindy Jean 22/11/91 F
02110213 ' Venables Peter Justin 5/9/90 M
02110340 Cooper Cheryi Mary 5/11/75 F
02110391 Whitfield Gillian Francis 27/5/07 F
02110585 Hampson Jane 7/12/86 F
02110587 Kerr GabrieHe 4/10/88 F
02110588 Gurney Herbert Chester 18/1/78
M
02110823 Quinlan Leslie
19/1/20 F
02110824 Leavers Robert Nicholas 26/3/31 M
patid surname givname dob sex
02111085 iA/atson .eslie Elizabeth 25/11/26 F
02111086 Danby George Gabriel 23/4/16 M
02111115 Ramsey Kylie Barbara 25/10/22 F
02111203 Sargent ' Robert James 14/9/25 M
02111204 Lake Gillian 2/3/14 F
02111262 Watson Dianne 23/8/26 F
02111314 Ashcroft John 24/11/91 M
02111318 Aldridge Gillian Joanne 18/12/10 F
02111336 Nelson Maureen Geraldine 9/11/87 F
02111338 Adler Fraser Barry 10/6/88 M
02111350 Gallagher Gregory 13/10/83 M
02111701 Reid .. James 15/6/87 M
02111716 Beasley Dianne Jane 2/3/89 F
02111727 Whelan James Alan 6/12/71 M
02111747 Clifford Joan 3/11/91 F
02111771 Handley Erica Jane 15/7/84 F
02111962 Townsend Richard 27/3/15 M
02111964 Scott David James 7/4/35 M
02112022 Jensen Pamela Erica 13/1/15 F
02112090 Davies Karen Ellen 17/4/88 F
02112105 Clarke Margaret Joan 21/4/02 F
02112114 Smith Catherine Irene 19/5/15 F
02112131 Leevers James 7/11/88 M
02112139 Cox Jack Griffiths 8/12/83 M
02112150 Wood Gerald Fraser 27/6/73 M
02112666 Donnelly Palrida 15/6/09 F
02112673 Jarvis Marilyn Bernadette 29/3/75 F
02112674 Armitage Geraldine Pamela 12/10/45 F
02112678 Beggs Doreen Gillian 9/10/69 F
02112690 Bishop Jane Leslie 5/2/25 F
02112758 Ingram Christine Karen 4/10/20 F
02112764 Cox Dianne 27/7/28 F
02112770 Clements Pamela Elizabeth 22/1/21 F
02112830 Russell John Jack 1/3/14 M
02112871 Parr Helen 27/6/88 F
02112895 Cox Anthony 15/12/86 M
02112896 Armstrong Leah Joan 19/9/90 F
02112913 Kellett Kerry Leslie 22/4/91 F
02113038 Ramsey Joan Ada 1/2/16 F
02113444 Unwin Francis Leslie 8/3/25 F
02113448 Bishop David Gordon 21/5/58 M
02113481 Birchaii Erica Lisa 13/8/10 F
02113482 Pryor Patricia Juliette 25/10/09 F
02113484 Higgins Elizabeth 19/10/14 F
02113485 Randall James Jerry 11/9/22 M
02113563 Owens Gillian Marlene 21/7/22 F
02113564 Church Nicholas Herbert 26/8/24 M
02113571 Hewitt Louise 1C/12/32 F
02113697 Morrison Joanne 30/5/06 F
02113899 Salter Patricia Noreen 24/4/78 F
02114029 Fleming Kviie 3/3/76 F
02114200 Visser Herbert 19/2/18 M
02114330 Nelson Helen Cheryl 9/11/06 F
02114395 Tucker Gillian Anne 17/1/10 F
02114396 Shipton Kelly Nora 17/10/12 F
02114469 Peel Cheryl 2/8/88 F
02114470 - Kellett Evan Fraser 2/10/91 M
02114471 Smith Marilyn Fay 25/2/88 F
02114472 Soul John James 3/12/91 M
02114539 Chappell Joanne 1/9/22 F
02114622 Agnew Jeffrey John 5/8/36 M
02114640 •- Warner Karen Jane 12/7/14 F
02114645 Rossitor Anne Erica 5/3/14 F
02114648 Egan Rchard Robert 16/3/30 M
02114653________ Glover Gregory David 20/11/60 M
palid surname givname dob sox
02114815 Kane Chester Jack 23/3/23 M
02114858 Smith Kim 29/11/87 M
02114859 Smith Gillian Anne 16/12/82 F
02114861 Owens • Leslie John 12/3/86 M
02115010 Potter Robert Chester V7/10 M
02115014 Leavers Stewart Anthony 16/3/90 M
02115018 Lovell Nicholas Griffiths 15/7/85 M
02115019 Birchail Debbie Margaret 4/6/07 F
02115148 Jarvis Francis Alan 27/7/48 M
02115204 Adams Edward Anthony 27/7/48 M
02115267 Jarvis Chester Steven 27/7/48 M
02115285 Hamilton Doreen 14/8/07 F
02115330 Pryor Gordon 27/7/48 M
02115461 Hinch James 27/7/48 M
02115502 Adcock Louise 30/3/33 F
02115503 Adcock Anthony 21/3/06 M
02115783 Tegg Julian 15/5/29 M
02115794 Pryor Geraldine Joanne 6/4/67 F
02115811 Law Anthony Francis 16/1/85 M
02115812 Holgaie David 2/3/29 M
02115905 Miller John Jeffrey 7/4/35 M
02115909 O'Connor Jack Stewart 25/11/13 M
02115927 Vickers Dianne Jeanette 30/10/10 F
02115940 Woodford Gillian Marilyn 20/12/11 F
02115968 Ford Francis Dianne 3/2/24 F
02115986 Sewell Richard David 20/5/15 M
02116049 Keliett Jeffrey Jack 8/3/92 M
02116054 Parkinson Bernadette Nora 27/3/92 F
02116119 Taylor Nora 13/12/88 F
02116171 Foster Jeanette Elizabeth 11/6/35 F
02116488 Skelton Edward 8/1/92 M
02116506 Cooper Maureen 12/4/90 F
02116508 Beggs Jean 25/3/90 F
02116550 Page Marilyn Jane 21/5/70 F
02116637 Robertson Elizabeth Margaret 21/5/70 F
02116696 Lambert Anne Joanne 21/5/70 F
02116730 Nugent Kelly Mary 21/5/70 F
02116789 Fleming Jane 21/5/70 F
02116801 Farrell David Jack 15/3/20 M
02116802 Gardner Maureen 26/4/17 F
02116831 Berg Evan Thomas 16/2/25 M
02116837 Leevers Kelly Anne 5/3/24 F
02116873 Squires Gillian 17/10/04 F
02116886 Barker Leslie Leah 17/1/10 F
02116897 Tegg Richard Jacob 16/2/98 M
02116937 Lyons Gabriel 8/8/87 M
02116950 Shepard Robert Gordon 19/1/92 M
02116953 Barlow Thomas Anthony 29/11/89 M
02116988 Billings Robert 6/11/91 M
02117483 Mitchell Nora Geraldine 2/6/23 F
02117518 Swain Alan 5/5/25 M
02117539 Jago Geraldine Jeanette 1/5/26 F
02117542 Blundell Geraldine Gay 7/4/26 F
02117559 Tegg Geraldine Nora 6/1/69 F
02117625 Walker Leslie Bernadette 28/2/11 F
02117626 Kirby Ellen Doreen 11/11/14 F
02117628 Osmond David Fraser 14/9/25 M
02117632 Hinch Gay Gillian 5/6/14 F
02117868 Cox David Justin 26/9/55 M
02118099 Salter Andrew Godfrey 24/5/05 M
02118373 Thomson Peter 19/3/28 M
02118391 ... Kerr Alan Barry 10/1/28 M
02118410 Watson Joan Jane 24/6/17 F
02118421 Barnes Barbara Geraldine 29/1/23 F
02118442 Barton1—------ ------------------------- James David 15/6/16 M
patid surname givname dob sex
02118453 Shipton Karen Juliette 24/4/78 F
02118482 Adams Juliette 22/7/85 F
02118532 Perry Jeanette Anne 13/11/13 F
02118533 Church • Erica Joanne 8/12/11 F
02118537 Dunn Francis Joanne 22/1/21 F
02118617 Ingham Margaret Karen 12/3/24 F
02118919 Walker Anne 14/12/66 F
02119104 Tagg Francis Edward 31/10/43 M
02119263 Kirby Anne Lindy 7/6/88 F
02119296 Lowe Kylie 23/3/25 F
02119306 Whelan Julian Robert 5/6/53 M
02119394 Smith Leslie James 3/8/34 M
02119401 Kennedy Francis 27/4/19 F
02119448 Walker Elizabeth Nora 1/12/11 F
02119501 Eggleton Marlene Leslie 3/2/24 F
02119516 Beech Francis Karen 14/7/11 F
02119717 Daly Gordon Gabriel 19/6/52 M
02120560 Anderson Gabrielle Margaret 18/3/48 F
doctd name
Adcock Adcock Barry
Agnew Agnew James Jacob
Appleby Appleby Ida Anne
Aspinall Aspinall Mary Bernadette
Barrett Barrett Margaret Kylie
Beasley Beasley Francis Barry
Bingley Bingley Robert
Blair Blair Kylie
Chappell Chappell Andrew David
Close Close James Jack
Collins Collins Jacob
Freeman Freeman Leslie Karen
Gardner Gardner John
Gilmore Gilmore John
Hamilton Hamilton Marlin
Kemp Kemp Uoyd
MacDonald MacDonald Daniel
Page Page Evan
Parnell Parnell Martin
Perry Perry Alan
Potter Potter James Robert
Ratcliff Raidiif Peter John
Read Read Gerald Fred
Ross Ross Jeanette
Rossttor Rossitor Steven
Sewell Sewell John
Tucker Tucker Ada Francis
Vance Vance Leslie
Voigt Voigt Richard
Wyatt Wyatt John Barry
partid contdate term side status prindiap
02100114 8/9/93 250.12 N R P
02100114 6/9/93 266.2 N R
021X114 8/9/93 266.42 N A
02100114 1Q/9/93 250.3 N A P
021X114 10/9/93 263.8 N A
021X114 17/9/93 266.41 N R P
021X114 23/9/93 01.21 N R P
021X114 23/9/93 263.1111 N A P
021X114 30/9/93 X N R P
021X114 3Q/9/93 250.21 N A P
021X143 6/9/93 X N R P
021X143 6/9/93 106 N A
021X143 6/9/93 263.9 N A P
021X143 10/9/83 02 N R
021X143 17/9/93 X N R P
021X143 23/9/93 01.1 N R
021X143 23/9/93 250.22 N A P
021X143 23/9/93 263.11 N A
021X143 30/9/93 1X.1 N A P
021X187 6/9/93 02.11 N R
021X187 6/9/93 250.4 N A P
021X187 6/9/93 263.4 N R
021X187 10/9/93 01 N R P
021X187 10/9/93 250 N R
021X187 10/9/93 266.1 N R P
021X187 17/9/93 02.11 N R P
021X187 17/9/93 250.21 N A P
021X187 23/9/93 02.1 N R P
021X187 23/9/93 250.4 N R P
021X187 30/9/93 X N R P
021X187 30/9/93 250.8 N A P
021X188 6/9/93 02.12 N R
APPENDIX VI
Appendix VL
Hospitals participating in testing of “Diet Terms”
Austin Repatriation Medical Centre 
Concord Hospital 
Flinders Medical Centre 
M ater Hospital
Peter McCallum Cancer Institute 
Princess Alexandra Hospital 
Royal Adelaide Hospital 
Royal Melbourne Hospital 
Royal Womens Hospital 
St George’s Hospital 
St Vincent’s Hospital 
Western Hospital
Hospital
How many dietitians in your department have trialed “Diet Terms”?
What have you liked most about “Diet Terms”?
What have you liked least about “Diet Terms”?
Is there any feature you would like added?
Yes No
Please specify
Please tick how you feel the program rates on regard to:
Adequate Inadequate Don’t Know
Time for entering information 
Complexity 
Ease o f use 
Information available
Format
What have been the difficulties o f using this program?
Do you see any value in DAA adopting this program to provide clinical information in 
a database?
Yes No D on’t Know
Do you see any value in DAA adopting a manual of dietetic diagnoses and 
interventions to enhance recording of clinical information?
Yes No D on’t Know
Do you see any value in DAA adopting this program to provide outcome data on a 
national level?
Yes No D on’t Know
Please add any other comments.
I f  you did not trial “Diet Terms”, please specify why.
